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FROM AN ORIGINAL ETCHING BY ERNEST D. ROTH 


University of Minnesota Medical School, 


Minneapolis, opened in 1888, was established to safeguard the people of 
Minnesota by the regulation of medical practice and the education of those 
intrusted with the public health. Shown here is the proposed Mayo Memorial 
Medical Center, now ready for construction, which, with its splendid new 
facilities for research, study and instruction, will help to make this school 
more than ever an outstanding institution of its kind. 
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the form of 
ethical standards 
and strict adherence to the scientific method have vesulted 
in continuing advances in both medicine and surgery. The 
adoption of similar guarantees enables Davis & Geck 
to present with authority a comprehensive line of sutures 


suitable for every surgical need. 
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THIS NEW EDITION gives a 
complete listing of the films avail- 
able and tells how they may be 
obtained. It is yours on request. 


Ye New 


of the D& G Surgical Film Library 


Catalog is the key to a unique and 
highly valued educational medium made possible 
by the collaboration of eminent 


surgical authorities. The films now 


Fata comprise more than 150 titles. 7 


DAVIS & GECK, INC. 
<_ Or BROOKLYN 1, NEW YORK 
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HASLAM 


O'SULLIVAN Self-relaining 


Abdominal Retractor 


This instrument provides good exposure in abdominal 
surgery and is completely self-retaining. The Loktite 


ratchet (exclusive Haslam feature) assures any degree 
of exposure desired. The illustration shows removal of 
gall bladder, with large blade in position holding stomach 
duodenum and transverse colon away from under surface 
of liver. 


Retractor complete with three blades, made in U.S.A. 
entirely of stainless steel. 


Ath Your Surgical Supply 
Dealer for 
HASLAM No. B1018R 


LAMmM & Go., INC. 


FINE SURGICAL INSTRUMENTS 
83 PULASKI STREET BROOKLYN 6 NEW YORK 
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BASAL 
ANESTHESIA 


CUTS ETHER REQUIREMENT EE 


Basal anesthesia by means of rectal instillation 

of Avertin with amylene hydrate decreases by one-half 
the amount of inhalation anesthetic 

subsequently needed. 

This is of particular value in thyroid, brain 

and facial surgery where the ether cone or gas mask 


represents a great inconvenience. 
It is also of importance in the presence of pulmonary 
complications. Avertin with amylene hydrate 


can not cause pulmonary irritation since it is Trademark Reg. U.S. Pat. Off.& Canada 
excreted quantitatively by the kidneys. BRAND OF TRIBROMOETHANOL 
Write for detailed information. with Amylene Hydrate 
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General Information 


HE AMERICAN JOURNAL OF SURGERY 

does not hold itself responsible for any 

statements made or opinions expressed 
by any contributor in any article published 
in its columns. 

Articles are accepted for publication with 
the understanding that they are original con- 
tributions never previously published. All 
manuscripts are subject to editorial modifi- 
cation, and upon acceptance become the 
property of THE AMERICAN JOURNAL OF 
SURGERY. 


A reasonable number of illustrations are 
supplied free of cost; special arrangements 
must be made with the editor and publishers 
for excess illustrations and elaborate tables. 

Reprints are furnished on order. Prices 
are quoted when articles are in page form. 

Material published in THE AMERICAN 
JOURNAL OF SURGERY is copyrighted and may 
not be reproduced without permission of the 
publishers. 

Change of address must reach us by the 
15th of the month preceding month of issue. 


PREPARATION OF MANUSCRIPTS 


Text. Manuscripts are to be typewritten, 
on one side of the paper, with double spacing 
and good margins. The original should be 
sent to the editor and a carbon copy retained 
by the author. 


Illustrations. Illustrations must be in the 
form of glossy prints or drawings in black 
ink (never in blue). On the back of each 
illustration the figure number, author’s 
name and an indication of the top of the 
picture should be given. Legends for illus- 
trations are to be typewritten in a single list, 
with numbers corresponding to those on the 
photographs and drawings. Please do not 
attach legends to the pictures themselves. 


Bibliographies. Bibliographic references should 
be at the end of the manuscript and not in 
footnotes. Each reference should include 
the following information in the order indi- 
cated: Name of author with initials; title 
of article; name of periodical; volume, page 
and year. The following may be used as 
a model: 


Puaneur, Louis E. Indications and technique. 
Am. J. Surg., 25: 446, 1937. 


The author should always place his full address on 


his manuscript. 


The subscription price of THz AMERICAN JouRNAL oF Sur- 
GERY, is $10.00 per year in advance in the United States; 
$12.00 in Canada and foreign countries. Current ap 
numbers $2.00. All Special Numbers $4.00. Prices for 
such back numbers as are available will be quoted on 
request. 


Address all correspondence to 
The American Journal of Surgery 


49 WEST 45TH STREET - NEW YORK 19 
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Mydrolysate 


BAXTER 


F or flexibility in protein hydrolysate 
therapy, Baxter gives you two solutions 
—5% Protein Hydrolysate and 5% Pro- 
tein Hydrolysate with 5% Dextrose. 
Autoclaved to assure sterility, these solu- 
tions meet the same high standards 
applied to all Baxter products. 
The unique flexibility is characteristic 
‘7 of the integrated Baxter program of 
| BAXTER parenteral therapy with its wide selection 
Protein Fa of solutions, equipment and standardized 
ast procedures. No other method is used by 
so many hospitals. Write for full infor- 
mation and literature. 


Bator 


BAXTER LABORATORIES 
Morton Grove, Illinois + Acton, Ontario 


Distributed and available only in the 37 states east of the Rockies through 


AMERICAN HOSPITAL SUPPLY CORPORATION 


EVANSTON, ILL. ° NEW YORK ° ATLANTA ° WASHINGTON, D. C. 
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Curity sutures perform predictably 
and are a safeguard to the 
surgeon’s skill 


The attractive physical proper- 
ties of Curity Catgut are appar- 
ent on handling. Curity sutures 
are satisfyingly pliable, and their 
strength is evident to the sur- 
geon’s skilled hands— on straight 
pull or in knot-tying. 


But, beyond mere sight and 
touch, there are other qualities 
in Curity Catgut that better 
safeguard wound closure. Most 
important of these is predictable 
absorption. Estimating his needs, 
the surgeon may, with a Curity 
suture of the proper size and de- 


ORDER THROUGH YOUR DEALER 


Curity Suture Laboratories 


BAUER & BLACK 


Division of The Kendall Company, Chicago 16 
TO ESTABLISH A FINE BALANCE 
OF NECESSARY CHARACTERISTICS 


gree of chromicization, maintain 
effective closure within a wide 
margin of safety until after grow- 
ing tissue strength relieves the 
suture of its function. 


Behind the controlled absorp- 
tion which every surgeon ex- 
pects and obtains from Curity 
sutures, stand Curity Suture 
Laboratories’ years of research 
and experience with the chemis- 
try and physics of catgut. 


That’s why there’s good reason 
for confidence in Curity Catgut! 
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T. the experienced, there can never be a com- 
promise with quality. The skill of the surgeon is predicated to 


an appreciable extent upon the dependable quality of the 


instruments at his command. Logically, the superiority of 


Kny-Scheerer instruments, long traditional among the 


profession, bears particular emphasis at this time. Qual- i. 


ity instruments pay dividends in longer periods of satis- 
factory service and minimum replacement expense. 


Available through leading dealers everywhere 


KNY. SCHEERER CORPORATION 


483 FIRST AVENUE, AT 28ru SIRE PA. NEW YORK 16, NM, 


~ 
8 
i 
{ 
DEMAND SURGICAL INSTRUMENTS BEARING THIS 
“pe 
{ 
ig. 
\ 


biologically ‘more 
‘DELCOS' Protein-Carbohydrate 


casein and lactalbumin, protected by 


any patient ‘cans sw al Ho 
Infusion hazards: are avoids 


Gates are exceptio 


_ palatable, mix easily with | food, are r 


be affected by cooking, and are 2 
effective biologically than bee s' 


Whole proteins are not only more 

100-200 Gm. daily, forsevercl wen 

When oral protein is.indicated, © % 

supplement a high nitrogen diet w 
‘Detcos’ Granules, the protein pc 

accept, dose after dose, day after day. 
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CHAMPION 


on-absorbable 
sutures 


ey Non-capillary, moisture proof, easy to handle, 
knots will not slip, braided. _ 


Soft, pliable, requires no special treatment before 
use. In envelopes or tubes, with needles; in tubes 
without needles; non-sterile, on 30 yard cards. 
ra : Specially treated by a new process to make it 
substantially non-capillary. 
Made of special cotton for greater strength with 
special finish for easy handling, dyed with 
certified colors. 
CHAMPION Umbilical Tape — 
es High quality, soft, braided mercerized cotton, 
2 in sterile tubes or dust-proof jars. 
in three types: “PAGENSTECHER”, natural, in 
dust-proof or skeins; “MAYO TYPE”, iron 
ee dyed black, on spools; “SURGICAL”, in jars. 
MPION Surgeon's Silk (Untreated) - 
Twisted or braided, in 2 ounce spools, 


NEW CHAMPION MINTRAUMATIC 
With eyeless needle for ophthalmic and i 
_ single or double arm, silk or dermal. 


Write for prices ond complete information to: 
GUDEBROD BROTHERS SILK CO., INC. 

. 225 West 34th Streét, New York 1, N. Y. 
PHILADELPHIA -BOSTON-LOS ANGELES 
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BLADES 


are recognized the world over as pos- 
sessing a degree of uniformity indis- 
pensable to the attainment of desired 
functional efficiency in surgery. 


Each and every blade provides— 


Unfors sharpness throughout the entire 
| length of the cutting edge. 


== 
Se resistance to lateral pressure by 


virtue of the exclusive Rib-Back prin- 
ciple of blade reinforcement. 

Unfors fabrication which insures firm 
and accurate attachment to Bard- 
Parker Handles. 


pre-war qualities that have suf- 
fered no wartime change. 


Ask your dealer 


BARD-PARKER COMPANY, Inc. 
Danbury, Connecticut 
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The rapid professional acceptance of 
Alminate (aluminum dihydroxy amino- 
acetate) as a gastric antacid, has prompted 
us to offer physicians a companion prod- 
uct. Barbonate combines in one formula 
the tested antacid effect of Alminate with 
the antispasmodic and sedative action of 
phenobarbital and belladonna alkaloids. 


BARBONATE, in botties of 100 
pleasantly flavored tablets, is available for 
your prescription at your pharmacist’s. 


‘Send for a sample. 


Aluminum dihydroxy aminoacetate. 
(Alminate—Bristol) .......... 0.5 Gm. (7% gr.) 
Belladonna Alkaloids... .. .. .0.16 Mg. (1/400 gr.) 


| 
| 

| Phenobarbital, U.S.P.... .. .8.0 Mg. (1/8 gr.) | 
| 
| | 


Bristol 


LABORATORIES INC. - SYRACUSE - NEW YORK 
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Pyribenzamine 


High-concentration Mixir Pyribenzamine hydrochloride now 
provides a second administration form of this proved antihistaminic. 
Containing 20 mg. of Pyribenzamine hydrochloride per 4 cc. (teaspoonful), 
the Elixir has obvious advantages in special cases, notably in infants 


and children, and in adults who prefer liquid medication. 


Scored tablets of Pyribenzamine also facilitate small dosage when 


indicated —the 50 mg. tablets are easily broken to provide 25 mg. doses. 


Council Accepted. PYRIBENZAMINE hydrochloride ® (brand of tripelennamine hydrochloride). 


PHARMACEUTICAL PRODUCTS, INC., SUMMIT, N. J. 
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Facts revardin uidit 
of PENICILLIN in oil and wax 


When penicillin in oi] and wax is to be used once daily, the most important 
consideration is the maintenance of therapeutic blood levels for 24 hours. 
For easy administration and adequately sustained blood levels, the 
formula must be neither too viscous nor too fluid . . . the penicillin crystals of 
correct size, shape and density . . . the container appropriate to the use 
intended. The following should also be recognized: } 


1 For administration from multiple-dose vials, the mixture should be sufficiently 
fluid to permit easy withdrawal, accurate measurement and easy injection. 


2 In all fluid preparations, however, the penicillin has a tendency to settle out. 
Unless the container has adequate air space and volume to permit resuspen- 
sion of the settled penicillin by shaking, 24 hour blood levels may not be 
maintained. Either overdosage or underdosage may result. 


3 When injected from individual-dose cartridges, the penicillin in oil and wax 4 
suspension should be of slightly thicker consistency. If it is not, and the ca 
penicillin settles out, it cannot be resuspended by shaking, because (a) the 
volume is too small, and (b) the cartridge has no air space. 


4 The slightly heavier type of suspension can be easily injected in accurate 
dosage with a minimum of discomfort to the patient. It is essentially free- 
flowing at room temperature, and each cartridge contains a full 1 cc. (300,000 

S: unit) dose, which eliminates the need of measuring. 


In keeping with Squibb policy of making the form of the product appropriate 
to the use, two forms of Squibb Penicillin G in Oil and Wax are available. 
Each offers the advantages of proper formula and consistency. 


For easy, individual injections in home, office and emergency: 


SQUIBB PENICILLIN G IN OIL AND WAX 


Essentially free-flowing at room temperature: in Double-cell Cartridges for 
use with B-D* disposable or permanent syringe. 


#T.M. REG. BECTON, DICKINSON & CO, a 


For easy, mass injections in clinic, hospital, or office, the new 10 cc. vial of 


SQUIBB LIQUID PENICILLIN G IN OIL AND WAX 


>. Resuspension readily attained; easy to inject; no withdrawal difficulties. 
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“Hailed by many surgeons as a mojor contribution to better 
surgery, the unprecedented speed and efficiency of the 
Singer Surgical Stitching Instruments are the logical outcome 
of combining in one functional unit the hitherto separate 
entities of needle, needle holder, suture supply and severing 
edge. ¢ Discriminating surgeons who have adopted the 
“Singer instruments report a gratifying freedom from most of the 
mechanical difficulties common to the suturing phase of 
operations: stitch limitations because of limited suture supply, 
crushed needle eyes, slipping and dropped needles, 
“contaminated loose thread ends and constant hand-to-hand 
dependence on assistants. ¢ For complete information 
on the many outstanding advantages inherent in these 
instruments, ask for the fully illustrated booklet. 


Bobbin-wound sutures (catgut, cotton, nylon, silk) avail- 
able through Davis & Geck, Inc., Brooklyn, New York. 


r three newest films available for showing are (1) ‘Rehabilitation of; Parkinson's Syn- 
mey{2) ot. Major and (3) of of the Bladder’’. 


SINGER SEWING MACHINE COMPANY 
Surgical Stitching instrument Division 
_ 149 Broadway, New York 6, N.Y. 4-127. 


Without obligation please send of booklet, 


SURGICAL 
STITCHING 
INSTRUMENTS 


COPYRIGHT, U.S.A., 1946, BY THE SINGER SEWING MACHINE COMPANY. ALL RIGHTS RESERVED FOR AL, COUNTRIES, 


Address. 
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Iron-deficiency anemia is a factor to be considered in 
pre and postoperative conditions. Hence, we suggest 
that you prescribe Copperin routinely for a period 
preceding and following surgery. Copperin stimu- 
lates the hematopoietic system—provides material 
for replacement of hemoglobin—increases the red 
blood cell count. 


Because in Copperin iron ammonium citrate is com- 
bined with the catalyst copper sulphate, there is a 
greater utilization of the iron by the system. For this 
reason the iron content per capsule is purposely 
small—32 Mgm. As there is no stomach irritation or 
constipating effect from Copperin, it is exceptionally 
well adapted to routine use. In two strengths: 
Copperin ‘‘A”’ for adults; Copperin “‘B”’ for children. 


Liberal professional samples gladly sent on request 


MYRON |. WALKER COMPANY, Inc. 
Mount Vernon New York 
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sodium 


BRAND OF BUTABARBITAL SODIUM 


Butisol Sodium produces “a relatively 
mild and more continuous depression 
than can be obtained with the shorter- 
acting barbiturates, yet its action is 
less prolonged than with barbital or 
phenobarbital.’’! 
_ With proper regulation of dosage, 
there is no cumulative action and a 
minimum oflethargy and “‘ -over.”” 
Sedation is sustained for approxi- 


mately five to six hours—without 


sharp peaks of effect—thus providing 
a most useful sedative-hypnotic in a 
wide range of clinical indications. 


DOSAGE FORMS: Elixir Butisol Sodium, 
0.2 Gm. (3 gr.) per fi. oz.—in pints and 
gallons. Also Capsules, 0.1 Gm. (1% gr.); 
Tablets, 15 mg. (44 gr.) and 50 mg. (% gr.) 
—in bottles of 100, 500, 1000. Caution: 
Use only as directed. 


sodium on request. 


Elixar Its bright, green color and 
refreshing flavor appeal to 
all; excellent prescription 

butisol vehicle. Clinical samples 


1 J.A.M.A. 135:224 (Sept. 27) 1947. 
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Postsurgical Recovery 


That the correction of the unavoidable 
nutritional deficiencies in the early postoperative 
period leads to more rapid return of vitality 
and stamina has been amply demonstrated. 
Early postsurgical feeding helps to overcome 
subsequent anorexia and reduces fatigue 
which may be occasioned by early ambulation. 


Breakfast is an important meal to the postoperative 
patient, since it is a significant source of 
many essential nutrients. Patients who do not 
eat an adequate breakfast may experience difficulty 
in receiving their daily dietary allowances from the 
other meals of the day. In any well rounded breakfast, 
the cereal serving—consisting of hot or ready-to-eat 
breakfast cereal, milk, and sugar—is an important 
component. It provides, in addition to caloric food energy, 
biologically complete proteins, B-complex vitamins, and 
minerals. The large variety of cereals available makes 
3 possible offering a different one every day to maintain 


appetite appeal. 


The quantitative contribution made by 1 ounce of ready-to-eat 
or hot cereal* (whole grain, enriched, or restored 
to whole grain values of thiamine, niacin and 
iron), 4 ounces of milk, and 1 teaspoonful of 
sugar is indicated by this table. 


CALORIES........ 202 PHOSPHORUS.... 206 mg. 


PROTEIN......... 7.1 Gm. JRON............ 1.6 mg. 
~ FAT............. 5.0Gm. THIAMINE..... 0.17 mg. 
CARBOHYDRATE . 33.0Gm. RIBOFLAVIN..... 0.24 mg. 
CALCIUM........ 156 mg. NIACIN.......... 1.4 mg. 


*Composite average of all breakfast cereals on dry weight basis. 


Physicians are invited to send for a complimentary copy of the 
brochure “Cereals and Their Nutritional Contribution” (PN-1). 


CEREAL INSTITUTE, INC. | 


135 South La Salle Street * Chicago3 


The presence of this seal indicates that all 
nutritional statements in this advertise- 
q ment have been found acceptable by the 
ai Council on Foods and Nutrition of the 

ae American Medical Association, 
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There’s a difference in hands... 


Nature protects the hands of the mason by 
keratinization, but the sensitive hands of the 
doctor must remain soft and supple. 


To protect your hands from the effects of frequent 
scrubbing, strong detergents and antiseptics, 

use TRUSHAY. It does not interfere with 

the hygienic cleanliness produced by soap 

and water because it is used BEFOREHAND. 


For hands that inspire patients’ confidence— 


TRUST 


THE “BEFOREHAND” LOTION. | 


PRODUCT OF BRISTOL-MYERS © 19 WEST 50 STREET, NEW YORK 20, N. Y. 
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BENZESTROL Lederle is increasingly the choice of physicians for control 
of the symptomatology of the menopause, where the drug results in: 


Partial inhibition of anterior pituitary and thyroid activity. 


Inhibition of sporadic ovarian activity. 


Estrogenic effects upon the uterus, vagina, and secondary 
sexual characteristics. 


Relief of psychic and vasomotor phenomena so exceptionally 
distressing to the patient. 


Solution: Vials of 10 ¢c., 5 mg. per cc. Tablets (Grooved): Bottles 
of 100 and 1,000, 2 mg. each tablet (pink). Bottles of 100 and 
1,000, 5 mg. each tablet (yellow). 


LEDERLE LABORATORIES DIVISION 


AMERICAN CYANAMID COMPANY + 30 ROCKEFELLER PLAZA, NEW YORK 20, NEW YORK 
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Correcting the hemoglobin level in hypo- 


chromic anemia patients is not always 
enough. Many symptoms formerly attrib- 
i z a} | uted to lack of hemoglobin are now known 
B55 ies to be due to multiple vitamin deficiencies. 
= Heptuna—a combination of seven essen- 
tial vitamins plus the most readily available 
\ form of iron—corrects the entire anemia 
syndrome, not only the hemoglobin level. 
3 
i 


Vitamin A (Fish-liver Oil)... 5,000 U.S.P. Units 
Vitamin D (Tuna-liver Oil), 500 U.S.P. 


Vitamin 8; (Thiamine Hydrochloride). 2 m 
PON Vitamin Bz (Riboflavin)............. 2 mg. 

——~— Vitamin Bg (Pyridoxine Hydrochloride) 0.1 mg. 
4 Calcium Pantothencte........... 0.333 mg. 


Together with other B-complex 
factors from liver and yeast. 
\ 
‘ 


J. B. ROERIG AND COMPANY © 536 Lake Shore Drive « Chicago 11, Ill. 
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THE BLALOCK CLAMP 


cused in the Blalock Operation for 
Pulmonic Stenosis 


Made of Stainless Steel in three sizes 


Photo Courtesy RCA Victor 


First actual operation to be televised— 
the so-called ‘‘blue’’ baby operation. Ex- 
periment conducted at Johns Hopkins Hos- 
pital. A close-up view of operating tech- 
nique. was witnessed by more than 300 
doctors by means of television screens in 
ten nearby viewing rooms. 


The rapid development of modern surgical techniques em- 
phasizes the need for newer and better surgical instruments 
. . . instruments especially designed to meet the exacting 
requirements of specific operations. 


The Blalock Pulmonary Artery Clamp, designed by Dr. 
Alfred Blalock of Johns Hopkins, is typical of the many 
newer and better instruments produced by SKLAR in col- 
Jaboration with some of America’s most brilliant and 
progressive surgeons. 


For more than three generations SKLAR has worked hand- 
in-hand with leaders in the profession . . . translating the 
sufgeon’s ideas into better, more dependable surgical instru- 
ments. Integrity of materials and workmanship, intensive, 
tireless research, over 50 years technical “know-how’’—all 
this makes the name SKLAR synonymous with instrument- 


making leadership. 


Today, J. SKLAR MANUFACTURING COMPANY makes the 
greatest variety of stainless steel instruments ever made by 
a single manufacturer. 


LONG ISLAND CITY, N. Y. 
Sklar products ave available through accredited surgical supply distributors 
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priceless 


the Medical Doctor for his untiring 
efforts to bring relief from suffering to 
those in need . . . for his continuous re- 
search and study to make improved tech- 
niques available to his patients. For these 
and his general service to mankind, 
we salute the Medical Doctor . . . and 
bid him Godspeed for the coming year. 


B-D PRODUCTS 


Made for the Profession 


Becton, Dicxinson & Co., RUTHERFORD, N. 
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Unlike most opthalmiec solutions, SODIUM 
SULFACETIMIDE SOLUTION 30% serves a 
double purpose— prophylaxis and treatment. 


of Prophylactic instillation of SODIUM 

SULFACETIMIDE SOLUTION 30% eye drops 
. will prevent infection in the majority of instances of 
_ ¢orneal abrasion, laceration and trauma from foreign bodies. 


Therapeutic instillation of SODIUM SULFACETIMIDE 
SOLUTION 30% eye drops produces results consistently 
superior to any other sulfonamide in a wide variety of ocular 
infections including acute and chronic conjunctivitis, bleph- 
aritis and acute traumatic corneal ulcer 


concentration Highly bacteriostatic 
Deeply penetrating Virtually non-irritating 


Prophylaxis: One drop every two hours for at least one day follow- 
so ing abrasive injuries to the cornea or conjunctiva, or after removal 
of a foreign body. 


Therapy: One drop every two hours for severe infections or less 
frequently in milder infections. 


SODIUM SULFACETIMIDE SOLUTION 80% (Sodium SULAMYD) 
is available in 15 cc. amber, eye-dropper bottles. SODIUM SULFA- 
CETIMIDE OPHTHALMIC OINTMENT 10% (Sodium SULAMYD) 
in % oz. tubes. Boxes of 1 and 12 tubes. 


Trade-Mark SULAMYD—Reg. U.S. Pat. Off. 


.£, CORPORATION BLOOMFIELD, N. J. 
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“FOR THOSE WHO HAVE NEVER LEARNED TO GIVE ETHER 
OR WHO HAVE FORGOTTEN HOW— 


INTUBATION IS FREQUENTLY A HAZARDOUS ADVENTURE. .” 


In the fenestration operation massive sedation as a substitute for general 
anesthesia has been held to endanger lives of patients and prolong 
operative procedures.* Analgesia and anesthesia by massive 

sedation is irreversible. Response to pain is the indication for further _ 
dosage. Trouble develops before it can be relieved. Straining, move- 4 
ment, and holding the breath result in venous congestion and ooze. In 
controlling the ooze operating time increased. Postoperative respiratory 
depression may continue for 8 to 24 hours or longer and is often 

a cause of deep anxiety for the nursing personnel. 


Complete control is secured by endotracheal anesthesia with gas-oxygen- =" 
ether, preceded by 0.1 Gm. (12 gr.) of pentobarbital sodium. After the =) 
patient is intubated anesthesia is easily maintained at any desired level with a 
a low percentage of ether. Venous stasis is eliminated. Arterial hemostasis = 
may be aided by lowering the feet and body, and by applying epinephrine 
packs in the field. 


Uniform efficiency, unquestioned stability and unsurpassed purity are found 
in Ether for Anesthesia bearing the Mallinckrodt label. 4 


*Flagg, P. J: The fenestration operation : Mallinckrodt's sound motion pictures "ADVENT OF ANESTHESIA*’ 
major hazard — the anesthetic, (editorial), and “ETHER FOR ANESTHESIA"* are available‘to medical societies 
Am. J. Surg., 72: 497-499 (Oct.) 1946. and other professional groups. Write to our St. Louis or New York 

office for details. 


MALLINCKRODT | CHEMICAL WORKS 


80 YEARS OF SERVICE TO CHEMICAL USERS ‘\ UNIFORM OEPENDABLE PURITY 


“MALLINCKRODT STREET, ST. LOUIS 7, MO. + 72 GOLD STREET, NEW YORK 8, N.Y. \ 
CHICAGO + CINCINNATI + CLEVELAND + LOSANGELES + MONTREAL + PHILADELPHIA + . SAN FRANCISCO & 
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PATENT PENDING 


Tidal Irrigation by 


IS REDUCED TO 
AN EXACT PROCEDURE 


SIMPLE! THE DOCTOR simply sets the 
GOMCO Tidal Irrigator at patient’s 
symphysis pubis level—determines the 
bladder emptying pressure—and sets the 
rate of flow of irrigating fluid. 


THE NURSE fills the reservoir and emp- 
ties the receptacle. 


DEPENDABLE! The GOMCO Tidal Irri- 
gator does the rest! The procedure is as 
simple and exact as that...and as trust- 
worthy and efficient as it is simple. 


EASY TO KEEP CLEAN, TOO! 

Take advantage of this easier, more exact 
technic. Ask your dealer about the 
Tidal Irrigator, or write: 


GOMCO SURGICAL 
MANUFACTURING CORP. 


846M E. FERRY STREET BUFFALO 11, N. Y. 
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BRAIDED 


TANTALUM 


A USEFUL, NEW 


SUTURE MATERIAL 


Many individual strands of wire are in 
Ethicon Braided Tantalum. Photomicro- 
graph, above, shows Sizes 3-0 and 1, mag- 


nified to x15. 


ETHICON TANTALUM 
FOR SURGICAL USE 


Sutures. Monofilament: Sizes 6-0, 
5-0, 4-0. Swaged to Eyeless Atraloc 
needles. Braided: As described at 
right. 

Wire. Suturing material on spools. 
Sizes 6-0, 5-0, 4-0, 000, 0, 2, 4. 

Ribbon. For making neurosurgical 


hemostasis clips. Clips also supplied 
ready-made. 

Sheet. For skull plates in cranio- 
plasty and general plastic surgery. 

Foil. Used in neuro- and ortho- 
pedic surgery for protection of 
nerves and tendons. 

Literature describing use of Ethi- 
con Tantalum products available on 
request. 


@ Braided tantalum is a new Ethicon suture material 
which offers the surgeon certain qualities not found 
in other sutures. 
1. Its “handling properties” are superior to mono- 
filament wire. It is much stronger than silk and less 
variable in size. 
2. Its tensile strength is not affected in the presence 
of infection. 
3. When Braided Tantalum is used as a buried suture, 
the attachment of the tissues to the suture aids greater 
anchorage. 
Ethicon Braided Tantalum Sutures are supplied in 
Sizes 5-0 to 1, in 60 inch length on card reels. 
Braided Tantalum has been found of special value 
for general surgical closure, plastic surgery, tendon 
repair and herniorraphy. 


FOR EVERY SURGICAL PURPOSE 


ETHICON SUTURE LABORATORIES 
Division of Johnson & Johnson, New Brunswick, N. J. 
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NEO-SYNEPHRINE® restores blood 
pressure to safe levels... sustains it during the critical stage...can be repeated 
often without signs of toxicity. 


Neo-Synephrine 


HYDROCHLORIDE 


THERAPEUTIC APPRAISAL: Parenterally administered, Neo-Synephrine produces a 
marked and sustained rise in blood pressure...usually slows the pulse rate...does not 
produce any appreciable stimulation of the heart or central nervous system. 


INDICATIONS: Prevention and correction of circulatory depression—particularly in 
shock-like states, and in hypotensive emergencies encountered during spinal, rectal or 
inhalation anesthesia. 


DOSAGE: Average subcutaneous or intramuscular dose is 0.3 to 0.5 cc.; intravenous dose *; 
is 0.01 to 0.05 cc. Repeated doses produce a consistently uniform response. . 


SUPPLY: 10% Sterile Solution (10 mg. per cc.), 1 cc. ampuls and 5 cc. rubber-capped vials. f° e 


Further information and a trial supply available upon request. 


New 13, N. Y. 


The businesses formerly conducted by Winthrop 
Chemical Company, Inc. and Frederick Stearns & 
Company are now owned by Winthrop-Stearns Inc. 


*Craig: Clin. Med. 48:64, 1941 *Johnson: Surg., Gynec. & Obst. 65:458, 1937 *Brunner and de Tokats: Surg., Gynec. & Obst. 68:1021, 1939 


Trade-Mark Neo-Synephrine Reg. U.S. Pat, Of, 
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rapid control 
In POST-OPERATIVE and TRAUMATIC INFECTIONS 


aids exudation | 


HYDROGEN PEROXIDE 


promotes granulation tissue 


Clinical studies: 
In a series of 94 patients treated post-operatively with Glycerite of Hydrogen Peroxide ipe 
for hemorrhoidectomies, fistulectomies, excisions of anal ulcers, 
abdomino-perineal resections, and pelvi-rectal abscesses 
demonstrated healing in one half the time required by a control series of patients 


treated by the usual therapeutic means . . 
Apply directly, or as a wet dressing, two—four times daily. Supplied in four-ounce bottles. 


GLYCERITE OF HYDROGEN PEROXIDE pe 


. Non- selective, Non-toxic, Non- -sensitizing, Non-irritating. Prolonged bactericidal potency 
Bibliography: New Eng. J. Med. 234:468, 1946. J. Invest. Derm. 8:11, 1947. 
Science 105:312, 1947. Am. J. Surgery 74:428, 1947 


Literature on request. 


Intenational PHARMACEUTICAL CORPORATION 
132 Newbury Street, Boston 16, Massachusetts 
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The problem of carry- 


ing penicillin in the 
emergency bag is at last c 


solved by the con- 
venient, $mall box of Soltabs illustrated. 


PENICILLIN 


Soltabs are soluble tablets of VIALR 
penicillin (50,000 units each), free of IN BOXES OF FIVI 


binder or excipient. They are sterile, dis- 


solve readily in water or saline solution, require no refrigeration. 


The Soltab package occupies but little space 
in the emergency bag. Soltabs serve advantageously to initiate 
parenteral penicillin therapy when the patient is first seen 
in the home. They may also be used to give penicillin 
parenterally prior to oral penicillin therapy. P 


Available in boxes of five 2 cc. size serum- 
type vials, each vial containing 2 Soltabs or 100,000 
units Crystalline Penicillin G Potassium. 


A DIVISION OF 


(OMMERCIAL SOLVENTS (ORPORATION 


17 E. 42nd Street New York 17, N.Y. 
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A product of modern | 
research, “ZO”* Adhesive 
Tapes are the finest tapes z 
ever produced. 
For every requirement, they are = 
> unexcelled for— : 
1. Instantaneous “stick” 
2. Freedom from skin reaction : 
3. Long life—resistance to “aging” 
4. Whiteness of adhesive mass ‘ 
3. Ease of unwinding 
ORDER FROM YOUR DEALER . 
“4 “FOR OVER FIFTY YEARS, THE STANDARD OF EXCELLENCE i" THE SuRcical AND MEDICAL wort” 
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NUMBER SIX 


HYPOSPADIAS—WHEN TO OPERATE 


HE physiologic functions of the penis 

are concerned with urination and 

insemination. In hypospadias the act 
of urination can be performed but is often 
retarded by congenital stenosis of the hypo- 
spadiac meatal orifice which is extremely 
common. Consequently, the initial thera- 
peutic step must necessarily be the estab- 
lishment and maintenance of free urinary 
drainage by (1) meatotomy, (2) dilation 
with sounds or (3) both. Balanitic or 
glandular hypospadias is the mildest vari- 
ety of this anomaly and there is no 
interference with insemination. But in the 
other forms of hypospadias in which the 
meatus opens more proximal, insemination 
cannot occur for anatomic reasons and 
correction of the reproductive defect is 
equally as important as the cosmetic 
improvement. 

According to personal autopsy data, 
based on a study in 12,280 children, some 
variety of hypospadias affects one in every 
1,100 newborn males, is usually first 
recognized by the obstetrician, is further 
“watched” by the pediatrician and ulti- 
mately comes to the attention of the sur- 
geon be he general, plastic or urologic. The 
anomaly results from failure of the urethral 
gutter to fuse from behind forward and 
may be classified as glandular or balanitic, 
penile, penoscrotal, perineal or pseudo- 
vaginal according to the location of the 


ectopic meatus. The balanitic variety 
rarely merits surgical treatment except to 
a wide meatus, and attempts 

“pretty up” the end of the penis in these 
cases is indeed meddlesome surgery. 

At present a vast confusion of notions 
concerning when to begin treatment pre- 
vades the thinking of both the medical and 
surgical advisors of the hypospadiac pa- 
tient. Text books, both surgical and 
pediatric, advise operations at ages ranging 
from four years to puberty. Unfortunately 
the vain hope that the child will outgrow 
the malformation too frequently sways 
therapeutic suggestions. One of the most 
important components of the malforma- 
tion is the congenital chordee brought 
about by the fibrotic ventral band which 
extends from the region of the normal 
meatus well back to the division of the 
penile corpora cavernosa. This structure is 
the congenitally hypoplastic fibrotic corpus 
spongiosum or its sclerotic remnants, 
growth of which does not keep pace with 
that of the penis; thus is formed a G-string 
which in turn causes downward bowing of 
the organ. This chordee is particularly 
marked when erection occurs. The penis 
thus restricted can grow neither straight 
nor to normal size until the ventral fibrotic 
cord is removed and the longer the growing 
organ remains bent downward upon itself, 
the less susceptible to surgical correction 
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will the deformity be. It is utterly foolish 
to make a new urethra in a penis thus 
firmly incurvated. Direction of the urinary 
stream will be exceedingly difficult. and 
insemination impossible even though a 
patent new urethra is achieved. It is ad- 
vised, therefore, that the initial operation to 
correct the congenital chordee be carried out 
when the boy is nine to twelve months of age. 
At this operation the hypoplastic fibrotic 
corpus spongiosum or G-string is widely 
excised from the region of the frenum to as 
far back as any restricting tissue can be 
palpated. Often this will be 2 to 3 cm. 
proximal to the ectopic meatus. The exci- 
sion must be sufficient to permit the penis 
complete freedom of movement in all 
directions and without abnormal tension 
at any point along the shaft. 

The construction of the new urethral 
canal proper is performed when the boy is 
five, six or seven years old and the penis is 
relatively straight. The urethroplasty 
proper must be delayed until penile and 
scrotal growth affords sufficient tissue 
with which to make the reconstruction 
which must be free of tension and accom- 
plished with precise hemostatis. 


Editorial 


DECEMBER, 1947 


In the interim between the initial opera- 
tion and the subsequent urethroplasty, the 
chief concern is the maintenance of a nor- 
mal urethral caliber and a widely open 
hypospadiac meatal orifice. 

Regardless of the type of urethroplastic 
procedure the surgeon proposes ultimately 
to use, it is well to preserve as much of the 
prepuce as possible. Often the writer has 
been happy indeed to have this tissue for 
covering over large ventral cutaneous de- 
fects when the final urethroplasty is 
performed—whether one employs the Om- 
bredanne procedure or not. Fortunately 
this precaution is now observed in increas- 
ing numbers of hypospadiac males sub- 
jected to ritualistic circumcision; only a 
token piece of tissue is taken and a gener- 
ous prepucial hood is left for subsequent 
plastic utilization as required. 

In summary, if the initial operation in 
the surgical treatment of hypospadias is 
performed by the time the boy is one year 
old, his penis will be given maximum op- 
portunity to grow straight and to relatively 
normal size, the basic prerequisites to sub- 
sequent successful urethroplasty. 

MerepITH F, CAMPBELL, M.D. 
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Reports 


PERFORATING WOUND OF PERICARDIUM* 


Stuart Z. HAWKES, M.D. 
Newark, New Jersey 


nn of the chest involving the 


heart and great vessels are not un- 

common. One type, penetrating 
wounds, are usually caused by stabbings, 
gunshot wounds or injuries to the chest in 
which a rib penetrates the pericardial 
cavity. If the victim does not succumb 
quickly, there is a chance of repairing the 
injury and of survival. With greater inter- 
est in these injuries, the immediate avail- 
ability of blood in emergency and by 
decreasing the time between injury and 
operation, the chance of survival has im- 
proved. More of these operations are being 
performed successfully each year. Another 
type, compression wounds of the chest due 
to direct crushing force, are seen mostly in 
industry and highway accidents. They 
cause a rupture of one of the auricles or 
one of the large vessels with heart tam- 
ponade and rapid death. Surgery offers 
very little for these injuries. 

The case to be reported is of interest for 
several reasons: The wound was caused by 
a mechanical pencil which penetrated the 
pericardium bruising the heart muscle. 
This type of injury has not previously been 
reported. The deportment of the injured 
person was interesting. The findings on 
admission and at operation were also 
unusual. 

CASE REPORT 


G. A., a fifteen year old High School student, 
was running for a bus on icy pavement on 
February 5, 1947, when he slipped and fell. He 
was carrying a mechanical pencil in the left 
chest pocket of a sweater. He picked himself 
up and continued to board the bus without any 


knowledge of serious injury. However, when 
inside the bus, he noticed a pain in the left 
chest over the heart and found that the pencil 
had penetrated his chest and was sticking out 
through his clothing. Several of his fellow stu- 
dents immediately tried to pull the pencil out 
but he requested that it be left in place until 
medical help could be obtained. An ambulance 
was called and he was removed to the Newark 
City Hospital. 

On admission, the clothing was cut from 
around the protruding pencil. It was found to 
lie in the fifth mterspace 2 inches from the 
midline just medial to the left nipple and 
pointed in an upward direction. About 4 cm. of 
the pencil protruded from the chest. (Fig. 1.) 
The protruding portion was oscillating regu- 
larly with each beat of the heart. The patient 
was apparently in good condition but was 
apprehensive. The pulse was 88; blood pressure 
120/100. He was given 14 gr. of morphine 
sulfate hypodermically and 1,500 units of 
tetanus antitoxin. 

He was removed from the emergency room 
to the Surgical Service of Doctor Royal A. 
Schaaf and preparations were made for opera- 
tion. On admission to the ward a recheck 
showed the lung fields to be clear. There were 
no adventitious sounds. The heart sounds were 
normal except for slight diminutions in in- 
tensity. Five minute checks of his pulse, respi- 
rations and blood pressure showed no change. 
He was typed for transfusion. A massive peni- 
cillin dose was administered. An x-ray showed 
the radio-opaque foreign body, one end of which 
was on the level with the inferior margin of 
the anterior third of the left third rib; the 
other end was just medial] to the anterior end 
of the left fourth rib. The intrathoracic portion 
extended cephaled and measured approxi- 
mately 10 to 12 cm. The foreign body had 


* From the Surgical Service of Dr. Royal A. Schaaf, City Hospital, Newark, N. J. 
797 


44-35 
¥ ad 
4 
od 
‘ 
| 
‘ 
~ 
18 
| 


798 American Journal of Surgery Hawkes—Wound of Pericardium DECEMBER, 1947 


Fic. 1. Preoperative picture of pencil protruding from chest wall. 
Fic. 2. Removing the fourth rib; pencil visible in operative wound. 
Fic. 3. Chest cavity opened. 

Fic. 4. Same as Fig. 3; haziness of pencil due to heart action. 
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Fic. 5. Pencil has dropped out of hole in pericardium. 
Fics. 6, 7 and 8. Stages in opening pericardium to explore heart. 
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penetrated the chest wall and had reached or 
pierced the pericardium. 

The patient was taken to the operating room 
where an exploratory pericardotomy was done 
under endotrachial, gas-oxygen-ether anesthe- 
sia through an 8 inch hockey stick incision, 
which was made along the left border of the 
sternum beginning at the third rib and extend- 
ing downward and laterally. The skin incision 
was joined to the puncture wound caused by 
the pencil by an incision at right angles to it. 
The pectoralis major and minor were reflected 
upward and laterally, care being taken not to 
dislodge the pencil. Six inches of the fourth 
and fifth ribs were removed subperiostally, 
beginning at the sternal junction. The inter- 
costal vessels were clamped, cut and ligated. 
The pleura was opened revealing the pencil 
still in place, having penetrated the peri- 
cardium and still pulsating with each heart 
beat. The pericardium was opened longi- 
tudinally. At this point the pencil fell out of 
the wound. The apex of the heart was grasped 
in the hand; no gross bleeding or penetration 
of the heart chambers was found. There was a 
small contusion of the heart muscle over the 
left ventricle 1 cm. lateral to the descending 
branch of the right coronary artery. About 
2 ounces of blood found in the pericardium was 
removed. Reexamination of the contused area 
of heart muscle showed that the bleeding had 
stopped. The pericardium was closed with 
interrupted cotton sutures and the wound 
in the chest wall was closed in layers similarly. 
The patient remained in good condition during 
the operation. The pulse stayed below 95 beats 
per minute throughout. The blood pressure at 
the start of the operation was 100/66. During 
the operation the systolic pressure slowly and 
continuously climbed to 200, the diastolic re- 
maining between 70 and 80. The blood pressure 
immediately postoperatively was 120/78. 

He was given large amounts of penicillin 
(100,000 units every three hours) and 1 Gm. 
sulfadiazine every four hours postoperatively. 
An electrocardiogram taken the next day was 
interpreted by the medical consultants to show 
(1) sinus tachycardia; (2) left axis shift; (3) an 
elevated S-T wave with an upright QRS, “‘as is 
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found in pericardial effusion.” The P-R interval 
was normal. A portable chest x-ray taken three 
days postoperatively showed cloudiness in the 
left base suggesting pleural effusion. The left 
lung was partially collapsed. A 6 foot plate 
taken one week later showed the pleural effusion 
at the left base still present. The pericardial 
shadow was reported slightly enlarged, with a 
cardiothoracic ratio of 15.5 cm. to 28.5 cm. A 
second 6 foot plate, taken on February 24th, 
showed pleural effusion still present at the left 
base with some beginning absorption. The 
cardiac shadow was globular in shape with a 
cardiothoracic ratio of approximately 16 cm. 
to 28.5 cm. Findings were considered consistent 
with pericardial effusion. 

The patient made an uneventful recovery. 
His temperature and pulse were normal on the 
fifth postoperative day. The wound remained 
free from infection throughout. He was allowed 
out of bed on the seventeenth day after oper- 
ation and returned home three days later. _ 

An electrocardiogram taken six weeks after 
the operation was normal, as was an x-ray at 
this time, except for the missing resected ribs. 
The patient was allowed to return to school 
and has been leading a normal life except for 
athletic restrictions. 


COMMENT 


This boy exercised considerable intelli- 
gence in not allowing the pencil to be re- 
moved at the time of the accident. 

When seen at the hospital, it could not 
be determined if the pencil had penetrated 
one of the chambers of the heart. For this 
reason, the operation was performed leav- 
ing the pencil in situ while removing chest 
wall structures around it. This was con- 
sidered necessary until the pericardium had 
been opened and the exact damage assayed. 
Had massive bleeding been coincident to 
removal of the pencil, it could not have 
been controlled until the pericardium was 
widely open and the heart grasped. 


Acknowledgment is made to Dr. John C. Van 
Dyne for the photographs appearing herein. 
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BoARDMAN MarsH BoswortTH, M.D. 
Bronxville, New York 


NLESS a physician has personally 
encountered a case of intussuscep- 
tion in an adult he is apt to think of 

it, if at all, as a very rare condition. Uncom- 
mon as it is, when compared either with the 
other lesions of the bowel for which most 
laparotomies are performed or with the 
incidence of intussusception in infants and 
children under fifteen years of age, it does 
occur with sufficient frequency to make its 
recognition and proper treatment a matter 
of concern to the general surgeon. Ten per 
cent of one series of 115 cases of intussus- 
ception have been reported as occurring in 
adults above the age of fifteen. Four of 
fifty-nine cases in a similar series were 
adults over twenty-one while nine out of 
twenty-seven in a third series were adults.! 

At the New York Hospital during the 
eleven-year period, 1935 to 1945 inclusive, 
there were four proved cases of intussuscep- 
tion in adults and fifty-one cases of intus- 
susception in children less than fifteen 
years of age among 180,266 admissions. 
The ratio of adults to children in this series 
was approximately 1 to 13. 

It is safe to say, therefore, that about 
one out of every ten or twelve cases of 
intussusception occurs in an adult or late 
adolescence although other investigators 
have put the ratio as low as one out of 
every twenty or twenty-five.** Unfor- 
tunately, at the New York City Hospital, 
where the case to be presented was ad- 
mitted, the ratio of adult to child intus- 
susception can not be determined from the 
records. 

Tumors frequently are present in in- 
tussusception. In a classical review, Eliot 
and Corscaden! found among some 300 
cases collected and reviewed from the 
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literature. The presence of the tumor pre- 
sumably was the cause of the invagination. 
Christopher,‘ in 1936, added fifty-nine 
more cases from the literature, in which the 
intussusception was due to tumor, and re- 
ported two cases of his own. The tumor 
mass usually lies at the apex leading the 
invaginated bowel along. In only two 
instances, quoted by Eliot and Corscaden, 
was the mass at the base. The majority 
of the tumors are benign. Pancreatic tissue 
forming the tumor, as was present in our 
case, has been reported only three times. 
Eliot and Corscaden mention a male child 
four years of age in whom “an accessory 
pancreas in the blind end of a diverticulum 
had formed a pedunculated tumor in the 
lower ileum.” Christopher cited two other 
cases with accessory pancreatic - tissue 
forming part of the intussusceptum.*® 

The clinical picture of intussusception in 
the adult frequently does not follow the 
classical pattern presented in infancy or 
childhood. The diagnosis in a very young 
person is fairly obvious for there is usually 
obstruction with vomiting, an elongated, 
moveable, palpable mass, which may 
change its size and position, and a bloody 
mucous discharge from the rectum. In the 
adult the course may be more insidious in 
onset and more prolonged in its duration. 
There may be constipation, diarrhea or 
normal bowel function at times; blood and 
mucus are frequently lacking; a mass may 
not be palpable owing to a thick fatty 
abdominal wall or, as in the case to be pre- 
sented, well developed musculature; and 
the history of pain may be very misleading 
and simulate that of cholelithiasis, peptic 
ulcer or ureteral calculus. 

In the acutely obstructed adult the only 


* From the surgical service of Dr. Preston A. Wade, New York City Hospital. 
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Fic. 1. Chart showing clinical course. 
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Fic. 2. Photograph of resected intestine opened to show the 


effective treatment is surgical. If the intus- 
susception can be reduced readily under 
direct vision, this should be done but 
vigorous and prolonged attempts should 
not be made. If the intussusception is due 
to a tumor or Meckel’s diverticulum, the 
latter should be removed even though this 
involves resection of a loop of bowel; other- 
wise the condition is bound to recur. When 
the intussusception is irreducible no time 
should be lost in performing a resection 
well away from the limits of the involved 
segment. Immediate primary anastomosis 
is then advisable when the lesion is con- 
fined to the small bowel. Rarely should it 
be necessary, because of the patient’s poor 
general condition, to exteriorize the in- 
volved loop or its resected ends. The latter 
procedure complicates the picture tre- 
mendously due to the drainage of small 
intestinal contents and the necessity of a 
subsequent operation. In lesions of the 
large bowel which can be mobilized, ex- 


mucosal surface. The large arrow points to the tumor mass 
at the upper pole of the intussuscepted loop which has been 
partially released to demonstrate the site of tumor more 
clearly. The small arrow points to the region (the small 
light area) through which the ducts emptied into the lumen 


of the intestine. 
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duct structures. 


teriorization and resection by either the 
Paul—Mikulicz or the Rankin obstructive 
technic may be preferred as offering addi- 
tional safety although it requires two stages. 


CASE REPORT 


F. F., a twenty-nine year old male elevator 
operator, was admitted to the New York City 
Hospital at 8:00 a.m. on September 4, 1946, 
with the chief complaint of severe abdominal 
pain. He had returned from work at 11:30 P.M. 
the preceding night and, about one hour after 
having consumed some bread and soup with 
four glasses of beer, he experienced severe pain 
in the upper abdomen. The pain was associated 
with nausea and he vomited a considerable 
amount of greenish material. The pain became 
progressively worse and gradually localized in 
the mid-upper abdomen. The past history was 
significant in that he had always had a poor 
appetite and for a year or more had had occa- 
sional attacks of “‘indigestion”’ lasting half an 
hour to an hour after meals which was relieved 
ei by taking “‘alkaloids.”” The present attack was 
. similar to others but more severe. There was no 
history of constipation, diarrhea, bloody or 
tarry stools, preprandial pain, jaundice or 
aversion to fatty foods. He was a recently dis- 
; charged veteran and had been stationed in 
{ Panama where an appendectomy had been 
performed in 1936. It was noted in his family 
history that his father died of pulmonary 

tuberculosis. 
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Fic. 3. A, low power view of the tumor showing the preserved intestinal mucosal covering and the dense 
hyaline tissue enclosing the pancreatic acini and ducts, s. higher power view which shows the acinar and 


The patient was a well developed and nour- 
ished young white male in acute distress, rest- 
less, perspiring and moving about in bed in an 
attempt to relieve his pain. He kept his legs 
flexed on the abdomen. His temperature was 
97°F., pulse 98; respiration 22; blood pressure 
165/90. Physical examination was negative 
save for the abdomen which was moderately 
distended with marked involuntary spasm in 
the mid-epigastrium and periumbilical regions. 
The liver, spleen and kidneys could not be felt 
nor were any masses palpable although exami- 
nation was rather unsatisfactory due to a thick 
muscular wall and the presence of spasm. The 
abdomen was slightly tympanitic to percussion 
and there was audible peristalsis on ausculta- 
tion. Rectal examination revealed acute tender- 
ness high up but no blood was noted on the 
examining finger and no masses could be felt. 

The urine was negative except for an occa- 
sional hyaline cast. A blood count showed: 
hemoglobin 97; red blood cells 4,700,000; 
white blood cells 20,000; polymorphonuclears 
42; transitionals 31; lymphocytes 24; mono- 
cytes 3. An x-ray of the abdomen with the 
patient erect failed to reveal any free air 
beneath the diaphragm. 

A presumptive diagnosis of perforated peptic 
ulcer was made and at 10:30 A.M. on September 
4, 1946, ten hours after the onset of his symp- 
toms, an exploratory laparotomy was per- 
formed under spinal anesthesia through a right 
rectus muscle splitting incision. 
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There was a slight amount of clear free fluid 
in the peritoneal cavity. The stomach, duo- 
denum and gallbladder were normal. About 15 
cm. proximal to the ileocecal junction a large 
mass was encountered which proved to be an 
ileoileal intussusception. This mass measured 
30 cm. overall in length and 6 cm. in diameter. 
It was bluish red, tense and firm. Loops of 
bowel proximal to the intussusception were 
moderately distended while those distal to it 
were collapsed. The vessels in the adjacent 
mesentery were thrombosed and no pulsations 
could be felt in them. As all reasonable efforts 
to reduce the intussusception were unsuccessful, 
an immediate resection was done about 6 cm. 
from either end of the intussuscepted mass. The 
intervening mesentery also was removed. A 
primary open end-to-end anastomosis was then 
effected and the abdomen was closed in layers 
with silk, without drainage. 

Following operation, a Miller Abbott tube 
was passed and the patient was maintained on 
intravenous fluids until the third day when oral 
feedings were started. He was on a full normal 
diet by the sixth day at which time he was 
allowed out of bed. The temperature and pulse 
record is reproduced in Figure 1. At no time 
was he distended, his recovery was remarkably 
smooth, the wound healed per primam and he 
was discharged from the hospital September 
19, 1946, fifteen days after admission and 
operation. 

Report of the pathologist (Dr. James R. 
Lisa) is as follows: The section of small intestine 
(Fig. 2.) measures 35 cm. in length and the 
serosa is smooth. The distal 29 cm. is dilated to 
a circumference of 8 cm., the proximal portion 
is only slightly less. At the junction there is a 
thickened white serosal portion. On opening the 
lower part an intussuscepted loop is displayed 
extending its entire length, deeply injected, 5 
cm. of the tip being cyanotic. The upper loop on 
opening appears normal down to the point of 
origin of the intussusception where there is a 
marked constriction, corresponding to the thick- 
ened serosal area. On releasing the invaginated 
loop a rounded tumor mass is found at this point 
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3 cm. in height and 2.5 cm. through the base, 
covered with preserved mucosa. At the tip is a 
small pouting circular area, apparently ulcer- 
ated. On section, the mass is solid, firm and 
white with a central nodular hard mass. At 
the tip is a small cyst. There is no evidence of a 
Meckel’s diverticulum. 

Microscopically, the tumorous mass consists 
of normal acinar pancreatic tissue with its 
ducts lying in a densely hyaline connective 
tissue sealing the outer muscular coats. (Fig. 
3A.) Toward the tip the muscle coats are lost, 
the ducts become dilated; the cystic area, being 
a greatly dilated duct, is visible with the naked 
eye. The surface is covered with normal intesti- 
nal mucosa through which the pancreatic ducts 
empty into the lumen at the point which 
presented as the pouting area and is grossly 
visible. Islet tissue is absent. (Fig. 38.) Other 
portions of the loop show only those changes 
due to the strangulation of intussusception. 

Diagnosis: Intussusception of ileum due to 
tumorous, aberrant, pancreatic tissue. 


SUMMARY 


A case of intussusception in an adult 
caused by a solid tumor of aberrant pan- 
creatic tissue is presented. The clinical pic- 
ture and treatment of intussusception is 
considered and the literature on the sub- 
ject briefly reviewed. 
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PSEUDOCYST OF THE PANCREAS* 


Eart A. CONNOLLY, M.D. AND ARNOLD W. LempKA, M.D. 
Omaba, Nebraska 


son and Cooper! in 1943 reveals 

fifty-two cases of pseudocysts of the 
pancreas of traumatic origin. Since then 
the literature includes one other case re- 
ported by Pascucci.? and we are reporting 
still another. A few reports which have not 
been included have recently occurred in 
some foreign journals. 

Incidence. Many cysts of the pancreas 
occur as a result of infection and necrosis 
but there is a lesser number that occur as a 
result of traumatic injury. Jones* states 
that 20 per cent of oll cysts of the pancreas 
are traumatic in origin. Mahorner and 
Mattson‘ report that twenty-eight of 119 
gave a history of trauma. Judd,’ in a series 
of forty-seven cases, reports an incidence 
of 15.7 per cent and he also states that at 
the Mayo Clinic from 1921 to 1931, there 
were 700,000 admissions of which eighty- 
eight patients were treated surgically for 
pancreatic cysts and that the incidence of 
those being traumatic in origin was 17 per 
cent. Heiberg® says that one-third of all 
cases of cysts of the pancreas are traumatic 
in origin. Korte’ believes that one-fourth 
of cysts of the pancreas follow injury to the 
upper abdomen. He reported on 117 pa- 
tients in whom thirty-three gave a history 
of injury.‘ Rabinovitch and Pines® report 
eleven cases of pseudocysts of the pancreas, 
none of which were traumatic in origin. 
Adam and Nishijima’? report that there 
were only nine pancreatic cysts encoun- 
tered at the Lahey Clinic from 1926 to 
October, 1945. A history of trauma was 
elicited in only one patient. 

Etiology. According to Harriscn’s! ex- 
planation, these traumatic cysts of the 
pancreas arise following a crushing blow to 
the upper abdomen with compression of 


A REVIEW of the literature by Harri- 


the pancreas against the lumbar vertebrae. 
This trauma causes a rupture of the pan- 
creas with escape of secretion or inflamma- 
tory exudate into the lesser sac and then 
with the sealing of the Foramen of Winslow 
a cyst develops. Therefore, the cyst is not 
in the substance of the pancreas but in the 
immediate neighborhood, that is, in the 
lesser sac. There is no epithelial lining. 

Drennen® states, “In the case where a 
cyst arises subsequent to the pancreatic 
injury, the following conditions probably 
obtain: 

“The pancreas is torn cr mashed in such 
fashion that some of the ducts are divided, 
with escape of pancreatic juice. Hemor- 
rhage, of lesser or greater degree, occurs at 
the same time. If the peritoneal coat over 
the pancreas is torn, as is usually the case, 
then there will be fat necrosis involving the 
omentum. An adhesive peritonitis follows, 
sealing in the injured spot or spots of the 
gland. 

“The pancreatic fluid continues to form, 
pushing its way between the peritoneal 
layers. Thus the cyst grows drop by drop, 
the endothelial lining of the wall contribut- 
ing its share of fluid to dilute the pancreatic 
secretion. The color of the fluid varies as to 
the amount of blood contained. 

“After a time when the intra-cyst ten- 
sion has become very great, the torn ducts 
become sealed-off by contracting scar tis- 
sue, and at the same time the correspond- 
ing parenchyma cease to function and 
atrophy. The endothelium of the cyst wall 
may continue to secrete its fluid long 
afterward, the cyst thus grows larger and 
larger.” 

Contents of the Cysts. Harrison! lists the 
contents of these cysts as varying amounts 
of blood, pancreatic’ secretion, inflamma- 


* From The Department of Surgery, Creighton University School of Medicine, Omaha, Nebr. 
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tory exudate and necrotic fluid. A cyst 
containing all of the three pancreatic fer- 
ments is only suggestive of its being 
pancreatic in origin because any cyst con- 
taining blood will have these ferments in it. 
However, if the cyst contains a great deal 
of trypsin, it is right to suppose that it is of 
pancreatic origin. Amylopsin is obtained 
from other fluids in the body as is steapsin. 
The absence of pancreatic ferments does 
not rule out a pancreatic cyst because 
ferments may be absent in old cysts. 
Symptoms and Physical Findings. Har- 
rison! in his discussion says that at the time 
of the accident there is extreme pain ac- 
companied by nausea, vomiting, weakness 
and shock. Occasionally, the symptoms are 
mild but, because of their severity, most 
patients are sent to the hospital for a few 
days observation. Following the injury, the 
examination reveals tenderness in the 
epigastrium with muscle spasm in that 
area. These usually subside in a few days. 
When the cyst develops, the accompanying 
symptoms are those related to mechanical 
interference with the function of the 
surrounding organs. Upper abdominal 
fullness with gaseous distention occur with 
a loss of appetite, nausea and vomiting. 
This is usually followed by cramping or 
aching epigastric discomfort. Weakness, 
loss of weight and general debility manifest 
themselves as the condition progresses. 
About this time, the patient feels the mass 
between the xiphoid cartilage and the 
umbilicus. The mass is located in the lesser 
peritoneal sac, and is globular, smooth and 
usually slightly movable but not displace- 
able. It may or may not be tender. Some- 
times there is a systemic reaction with 
elevation of temperature and aleukocytosis. 
X-ray Findings. Because traumatic 
cysts of the pancreas are an effusion into 
the lesser peritoneal sac, Morrison’s’® list 
of roentgen signs may be of value in de- 
termining this condition. He states that a 
direct shadow of the effusion will be 
present if the collection of fluid is large. 
There will be a defect in the air or barium- 
filled stomach, probably on the lesser 
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curvature and posterior wall in small effu- 
sions, downward displacement of the stom- 
ach to the left and posteriorly if the 
effusion is large. Kidney outlines will be 
preserved. There will be an increased pli- 
ability and compressibility of the gastric 
walls on fluoroscopic palpation. Chest find- 
ings are those of other subdiaphragmatic 
lesions, namely, elevation of diaphragmatic 
leaf with possible decreased respiratory 
excursion on the left. 

Holt! states that a complete examina- 
tion of the gastrointestinal tract is indi- 
cated if a cyst of the pancreas is suspected. 
If the cyst arises from the head of the 
pancreas, the duodenal loop will be widened 
with little or no deformity of the stomach. 
A cyst arising from the body of the pan- 
creas displaces the stomach anteriorly and 
superiorly with variable distortion of the 
small bowel. If the cyst arises from the tail 
of the pancreas, there will be a deformity 
of the greater curvature of the stomach at 
or just above the mid-portion with an- 
terior displacement. The splenic flexure of 
the colon may either be indented or dis- 
placed caudally. 

Treatment. According to Harrison,! di- 
agnostic aspiration is contraindicated be- 
cause of the danger of going through the 
stomach, colon or small bowel. Operation 
with complete extirpation of the cyst wall, 
if possible, is the treatment of choice. This 
is not always possible because of its 
intimate relation to the surrounding struc- 
tures. If the latter is the case, marsupiali- 
zation must be resorted to and drainage 
instituted. Anastomosing the cyst with the 
intestinal tract, usually the jejunum, has 
been advocated for other types of pan- 
creatic cyst but it is seldom necessary to do 
so in those having traumatic origin. 

Results. Operation usually results in a 
permanent cure. In those patients in whom 
the cyst wall can be removed the results 
are very good. If one has to resort to 
marsupialization, then drainage for a pro- 
tracted period can be expected but end 
results are usually good because once the 
tract closes there is seldom further trouble. 
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CASE REPORT 


On August 29, 1945, K. C., a white male 
aged five years, entered Mercy Hospital, 
Council Bluffs, Ia., on the service of the Cogley 
Clinic with the history of having fallen from a 
bicycle fourteen days previously. He had just 
finished his evening meal and went for a ride 
sid on his bicycle when he hit a rut and lost control. 
| Immediately after the accident, he walked 

about 40 feet in a stooped position holding his 

: stomach before he fell exhausted and dyspneic. 
ee He was carried to the house and put to bed. 

as An hour later he became nauseated and was 

taken to the doctor who examined him and 
Bis, sent him home. On the way he vomited twice 
and four times more during that night. The 
next day he vomited nearly every hour but 
stopped after hot packs were applied to the 
abdomen. During the next few days he ran an 
intermittant fever and became listless, pale and 
suffered anorexia. His white blood count began 
to rise and the pain in his abdomen continued 
so he was sent to the hospital after fourteen 
days of observation at home. 

The physical findings revealed a thin, poorly 
nourished child with a temperature of 101.6°F. 
and tenderness in the upper abdomen. In the 
epigastrium, the circular impression of the 
handle bar, which did not have a grip, was 
plainly visible. 

The laboratory findings disclosed that the 
red blood count was 3,100,000 with a hemo- 
globin of 68 per cent. The white count was 
13,300 with 76 per cent polymorphonuclear 
leukocytes and 4 per cent stabs; there were 20 
per cent lymphocytes. The urine was acid with 
a specific gravity of 1.030, the albumin was 
negative as was the test for sugar. The micro- 
scopic examination was negative while the 
sedimentation rate at the end of an hour was 
29 mm. 

The x-ray findings were reported as follows: 
“Film of chest shows no definite pathology. 
There appears to be a homogenous shadow in 
upper abdomen, may be a hematoma.” 

The preoperative diagnosis was a hematoma 
in the upper abdomen, possible hemorrhage 
from the spleen. 
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The patient was operated upon on the 
nineteenth day following injury under a general 
anesthetic. A high, left rectus incision was made 
and the mass in the upper left quadrant ex- 
plored. The lesser sac was distended with a 
thin turbid fluid. The cyst was aspirated and its 
wall excised. The peritoneum was closed with 
No. o chromic. The fascia was closed with con- 
tinuous and interrupted No. o chromic. Clips 
were used to approximate the skin edges. The 
patient received 500 cc. of whole blood during 
the operation. 

The report of the fluid from the cyst revealed 
that the amylase content of the fluid was 
equivalent to 400 mg. of sugar, concomitant 
with that of pancreatic origin. 

During the postoperative course the patient’s 
temperature remained elevated for four days 
and then returned to normal. The patient 
steadily improved and he was dismissed on the 
fourteenth postoperative day entirely re- 
lieved of symptoms. The patient was well 
one year later with no symptoms or evidence of 
recurrence. 
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DEMONSTRATION AT OPERATION OF SPHINCTERIC 
ACTION AT THE TRUE GASTRIC STOMA* 


CHARLES S. KENNEDY, M.D., ROLAND P. REYNOLDs, M.D. AND Meyer O. Cantor, M.D. 
Detroit, Michigan 


HERE has been considerable con- 

troversy in the literature as_ to 

whether or not.a sphincter forms at 
the site of the gastric stoma following sub- 
total gastrectomy. The controversy be- 
comes further complicated by the lack of 
a clear understanding as to just what the 
gastric stoma is following gastrojejunos- 
tomy. Most European surgeons! consider 
the circumference of the anastomosis as 
being the gastric stoma. This opinion is 
also shared by many surgeons in this 
country with whom we have discussed this 
problem. American literature is singularly 
lacking in any reports about the question 
of the gastric stoma. For this reason, in 
another publication? we endeavored to call 
attention to the fact that the “true gastric 
stoma” is not the circumference of the 
stomach outlet in the anastomosis but is 
only the circumference of the jejunum at 
the lower end of the anastomosis. 

Vitkin’ denies the existence of a sphinc- 
ter following gastrojejunostomy as do 
many other European writers. Some, such 
as Wolfler, have shown what is considered 
to be a sphincter at the site of the anas- 
tomosis as a result of a Billroth 1. Other 
surgeons state that by plication of the in- 
testinal circular fibers at the site of the 
anastomosis such a sphincter could be 
formed but would not be a true sphincter. 
On the whole, the consensus of opinion 
among surgeons everywhere is that no 
true sphincter is formed following subtotal 
gastrectomy, and that any demonstration 
of submucosal thickening is merely due to 
the plication of the layers at the site of the 
anastomosis. 

Ravdin, Johnston et al.,* in a series of 
experimental studies, have shown that 


some peristaltic activity occurs at the 
upper end of the jejunum at the site of 
the anastomosis when different types of 
food are ingested. They consider this peris- 
taltic activity to be caused by the normal 
peristalsis of the intestine due to stimula- 
tion of its mucosa by the irritative effect 
of certain foods or due to the normal 
physiologic response of the small bowel to 
the introduction of a bolus of food. They do 
not believe in the existence of a sphincter. 

In our case report, not only was there a 
perfect demonstration that the “true gas- 
tric stoma” is that circumference of the 
jejunum at the site of the anastomosis 
(lower end), but definite sphincteric action 
was noted at this “true gastric stoma.” 
Examination of Figure 1 demonstrates the 
appearance of the stomach at operation. 
The lower gastric wall (jejunum) was seen 
to bulge downward producing a relative 
displacement of the gastric stoma to the 
left. Note that there is a definite constric- 
tion at the “‘true gastric stoma”’ as shown 
in this figure. At operation this constriction 
was seen to relax and then constrict again 
much like the pylorus. Examination of 
Figures 2 and 3 show different phases of 
contraction and relaxation at the true 
gastric stoma. Only one narrow ring like a 
sphincter appeared to take part in this 
peristaltic activity. 


CASE REPORT 


A. P., a thirty-six year old colored man, was 
admitted to Grace Hospital for the surgical 
repair of an incisional hernia. He had been 
operated upon four years previously at which 
time a subtotal gastrectomy was done. This 
was an anterior gastrojejunostomy of the Polya 
type. Following this operation, the patient de- 
veloped an incisional hernia. 


* From Grace Hospital, Detroit, Mich. 
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On examination, the patient was found to be 
a well nourished colored man. He lay com- 
fortably in bed and did not appear acutely ill. 
An acneiform eruption was quite evident over 
his shoulders and back. His temperature was 
98.6°F., pulse 80, respirations 20. Examination 
of his head, eyes, nose and throat were entirely 
normal. The lungs were resonant to percussion; 
voice and breath sounds were normal; tactile 
fremitus was normal and there were no rAles. 
The heart was not enlarged to percussion. A 
soft, systolic, apical murmur was noted. Pulses 
were equal and regular and there was no pulse 
deficit. Heart rate was regular; blood pressure 
was 130/80. His abdomen was flat. There was a 
large mid-abdominal incisional hernia at the 
site of the previous operative scar. The recti 
muscles were widely separated. No tenderness 
was noted over the mass. The liver edge was 
not palpable. No masses were found other than 
the hernia and no spasm was present. The 
genitalia were normal and the extremities 
showed no pitting edema. Reflexes were also 
normal. 

On January 11, 1946, under continuous spinal 
anesthesia a spindle-shaped incision was made 
about the old mid-line scar and the scar ex- 
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Fic. 1. Note the out-pouching of the lower gastric 
wall (jejunum). The “true gastric stoma” is now 
displaced to the left. The definite constriction is 
at the point of the true gastric stoma with the 
dilated jejunum beneath. Sphincteric action was 
noted clinically at this point of constriction. 


Fic. 2. The constriction of the column of barium as it passes through the true gastric stoma. The 
proximal loop which is non-functional does not visualize. Note the down-pouching of the lower 


gastric wall (jejunum). 


Fic. 3. This film shows the relaxation at the true gastric stoma permitting a free flow of the barium 


into the jejunum. 
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cised. On entering the peritoneal cavity, it was 
found that the jejunum was attached to the 
scar in several places and a perforation of the 
jejunum was avoided with much difficulty. A 
sac, about half the size of one’s head, finally 
was freed from the layers of the abdominal wall. 
It was observed that at the site of the old 
gastric resection the jejunum was pouched 
downward so that it had a diameter of 2 or 
3 inches, and at the lower angle of the Polya 
attachment of the jejunum to the stomach there 
was a definite constriction of the jejunum with 
a sphincter-like action. Under observation on 
the operating table, this portion of the jejunum 
would contract to one-half or one-third the 
diameter of the remaining jeyunum and would 
then relax. It exhibited true sphincteric ac- 
tivity. The abdominal wall was closed by the 
Mayo method for ventral hernia repair. The 
inner two rows of sutures imbricated the ab- 
dominal wall from left to right, and an outer 
row of interrupted wire was added. The skin 
incision was closed with interrupted nylon and 
running catgut. 

The patient developed: lobar pneumonia on 
the fifth postoperative day but response to 
penicillin therapy was prompt and he made an 
uneventful recovery. He was discharged as 
cured on the thirteenth postoperative day. 


SUMMARY 


The case herein reported is quite uncom- 
mon in that it is rarely possible for the 
surgeon to have an opportunity to survey 
the site of the anastomosis while the pa- 
tient is alive. The observations made at 
this operation clinically (by direct vision) 
prove two points: First, if Figure 1 is 
noted, it becomes quite evident that the 
stomach enlarged to accommcdate normal 
meals postoperatively following subtotal 
gastric resection by the out-pouching of 
the jejunal wall, and second, a circular 
bundle of muscle fibers at the true gastric 
stoma became hypertrophic and by rhyth- 
mic contraction and relaxation showed all 
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the characteristics of a true sphincter. 
Many surgeons have discussed the absence 
or presence of a hypothetical sphincter but 
never before, as far as we know, has it been 
possible actually to demonstrate its exist- 
ence. We are at present engaged in ex- 
perimental work to prove by means of 
microscopic sections whether such a sphinc- 
ter usually forms. Figures 2 and 3 show 
roentgenograms taken of this patient. Note 
the contraction and relaxation as shown 
on the barium column passing through 
the true gastric stoma. Note also the 
downpouching of the lower gastric wall 
(jejunum). 
CONCLUSION 


A case of a man whose abdomen was 
opened to repair an incisional hernia is 
reported with the following observations: 
(1) A definite enlargement of the stomach 
by the mechanism of outpouching from the 
jejunal wall is noted. (2) A definite sphinc- 
ter contracting and relaxing at the “true 
gastric stoma” was noted. (3) The “true 
gastric stoma” is the circumference of the 
jejunum at the lower end of the anas- 
tomosis and is not the entire circumference 
of the anastomosis. 
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NON-TRAUMATIC PERFORATION OF THE COMMON 
BILE DUCT 


Howarp M. Gans, M.D. AND M. ReypMAN, M.D. 
Cleveland, Obio 


mon bile duct without antecedent his- 

tory of trauma or surgery to the duct 
appears to be an exceedingly rare complica- 
tion of gallbladder disease. A careful 
review of the literature reveals but five ref- 
erences to spontaneous rupture unasso- 
ciated with trauma or surgery. We believe 
our case warrants reporting because of the 
rarity of the condition. 


rupture of the com- 


CASE REPORT 


H. K., a white male, age twenty-five, com- 
plained of crampy pain in the epigastrium of 
three weeks’ duration, occurring one hour after 
meals and lasting one to two hours. This pain 
was relieved at first by taking bicarbonate of 
soda but one week prior to hospitalization the 
pain changed in character and became constant 
and intractable. At this time the patient’s com- 
plaints consisted of malaise, weakness, head- 
ache and several bouts of afternoon chills and 
fever. The family physician interpreted these 
findings as consistent with “flu” and after five 
days of bedrest and symptomatic therapy the 
patient felt much improved and resumed his 
daily routine. Two days later the malaise, fever 
and chills, accompanied by severe non-radiating 
epigastric pain returned and jaundice was 
noted. The patient was admitted to the 
hospital. 

His past history disclosed that the patient 
had experienced a similar episode of pain one 
year prior to his present illness which was re- 
lieved by soda bicarbonate but was unaffected 
by amphojel. There was no history of trauma 
save for a war injury of the left kidney sus- 
tained in 1944 which necessitated a left 
nephrectomy in 1946 because of persistent 
hematuria. 

Physical examination revealed a lean, well 
developed male who appeared acutely ill and 
in obvious distress. His temperature was 
100.2°F., pulse 98, respirations 20. The sclerae 
and skin were moderately icteric. There was 


tenderness and some rigidity in the right upper 
quadrant with subxyphoid tenderness. The 
liver, spleen, kidney and gallbladder were not 
palpable. The remainder of the examination 
was non-contributory. 

Laboratory studies on admission showed 
urine with a trace of albumen, positive for the 
presence of bile but negative for the presence 
of urobilinogen; hemoglobin 85 per cent; red 
blood cells 4.45 million; white blood cells 12,000 
with a normal hemogram. Serum amylase and 
blood chemistry studies were all within normal 
limits; icterus index, 64. 

The patient was admitted to the medical 
service and the differential diagnosis considered 
was: (1) Penetrating duodenal ulcer into the 
liver with secondary hepatitis; (2) infectious 
hepatitis with an intrahepatic obstructive 
phase. 

Penicillin therapy (40,000 units every three 
hours) was instituted immediately but despite 
it the patient’s temperature rose to 104°F. on 
the day following admission. Gastrointestinal 
x-rays on the second hospital day were negative 
for ulcer. The jaundice increased’ and the 
icterus index rose to 73. The stools became 
acholic in appearance and were negative for 
hydrobilirubin. The urine was negative for 
urobilinogen on repeated examinations. On the 
second and fifth hospital days the patient had 
a severe chill despite penicillin therapy followed 
by a temperature rise to 103°F. On the morning 
of the sixth hospital day the patient’s pain be- 
came more severe, the abdomen became more 
rigid especially in the right upper quadrant and 
surgical consultation was requested. A urinalysis 
revealed urobilinogen strongly positive in the 
urine for the first time. Because of the severe 
pain, abdominal spasm, pattern of chills and 
fever, increasing icterus and leukocytosis, a 
preoperative diagnosis of septic cholangitis was 
made. 

At operation under continuous spinal anes- 
thesia an upper, split, right rectus incision was 
made. The liver was considerably enlarged. 
Inspection revealed the gallbladder to be 
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Fic. 1. Cholangiogram showing filling of hepatic ducts and dye 
rapidly emptying into the duodenum. Arrow indicates the site of 


perforation in the common duct. 


markedly thickened, shrunken and measuring 
34 by 1 inch. The retroperitoneal space, espe- 
cially the right perirenal space, was deeply 
stained with bile. Upon packing off the ab- 
dominal contents to expose the common duct 
a gush of bile was encountered (estimated 
quantity, 200 cc.). The bile was aspirated and 
further inspection revealed a markedly thick- 
ened common duct. A ragged perforation with 
necrotic edges, having the appearance of the 
ostium of an inflamed fallopian tube and meas- 
uring 10 mm. in diameter, was encountered on 
the anterior surface of the middle third of the 
duct about 2 to 3 cm. below the entrance of 
the cystic duct. A cholesterol stone measuring 
12 by 8 mm. protruded through this rent. A 
“T” tube was inserted in the common duct 
through this opening and an omental patch 
was sutured in place. A cholecystostomy tube 
was sutured into the shrunken gallbladder and 


a penrose drain was inserted. It was believed 
that further exploration or manipulation was 
unjustifiable in view of the patient’s critical 
condition. The postoperative diagnosis was 
septic cholangitis with rupture of the common 
duct due to stone. 

The postoperative course was uneventful. 
The icterus index fell to 42 and the patient was 
discharged on the fourteenth postoperative day 
with the ““T” tube in place. The cholangiogram 
done the day prior to discharge is seen in 
Figure 1 and was interpreted to be within 
normal limits. 

Six weeks postoperatively the ““T” tube was 
removed. There was no icterus; the patient had 
no complaints. 


Perforation of the gallbladder secondary 
to obstructive cholecystitis or empyema Is 
common; perforations of the duct system 
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in the presence of inflammation are exceed- 
ingly rare. The majority of reported 
perforations of the duct system in the 
literature are found associated with trauma 
or previous surgery. As early as 1912, 
McWilliams reviewed ninety cases of per- 
forations occurring in the extrahepatic 
biliary system from all causes and found 
that gi per cent occurred in the gallbladder, 
4.4 per cent in the common duct, 3.3 per 
cent in the cystic duct and 1.1 per cent in 
the hepatic duct. Woodruff A. Smith col- 
lected eleven cases and reported one of his 
own of intrahepatic bile duct rupture with 
escape of bile from the surface of the liver. 

Bailey, Vale and Shapiro, and Newel 
have each reported a case of spontaneous 
rupture of the choledochus in which there 
had been no associated trauma, surgery 
or impacted stone. Reich has reported the 
same for the hepatic duct. Newel found no 
obstruction at any point in the common 
duct or hepatic ducts to account for rup- 
ture. He has explained the perforation on a 
basis of an acute choledochitis combined 
with spasm of the sphincter of Oddi result- 
ing in temporary partial obstruction which 
in turn produced an empyema of the duct 
and rupture at the weakest point. He has 
also mentioned Burden’s etiologic doctrine 
and invites the possibility of a small stone 
arising in the glands and imbedded in the 
wall of the inflamed duct producing rupture. 

The etiologic explanations for common 
duct rupture may be many. The factors 
which we believe are called most fre- 
quently into play are listed below: 

1. Common duct stones may become im- 
pacted in the duct and produce a pressure 
necrosis of the wall which, when combined 
with an inflammatory process, may pro- 
duce rupture. Walters has pointed out that 
the epithelial lining of the duct is remark- 
ably resistant to trauma which accounts, 
perhaps, for the relative infrequency of 
spontaneous rupture. 

Burden has pointed out that the biliary 
ducts contain numerous glands in their 
walls, extending almost to the peritoneal 
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coat. Normally, these sacculi contain no 
bile but contain the mucous secretion of 
these glands. In a dilated, diseased duct 
these glands may be the seat of infection 
and calculus formation may occur. Under 
unusual circumstances, i.e., cholangitis 
with increased intraductal pressure, per- 
foration may result. 

2. Infection and Increased Intraductal 
Pressure. Newel’s explanation has already 
been cited, namely, that with acute 
cholangitis and spasm of the sphincter the 
temporary, partial obstruction may be 
sufficient to produce empyema of the duct 
with perforaticn at the weakest point. 
Frequently these cases demonstrate a 
predilection for the site of old choledochos- 
tomies as the site of rupture. Wolfson and 
Levine have reported three cases of spon- 
taneous rupture of the duct following 
choledochostomy. Newburger has reported 
nine such cases. 

The intraductal pressure increases may 
be due to spasm, stone or frequently both. 
Thus the duct distends and rupture occurs 
at. the critical point of distention. 

3. Arterial thrombosis might account for 
cases in which the rupture occurs inde- 
pendent cf the site of former manipulation 
and instrumentation. 

4. Direct and indirect trauma may pro- 
duce rupture of diseased or even normal 
bile ducts. 

5. Choledochus cysts, though rare, may 
produce spontaneous rupture. In Taube’s 
case a lemon-sized cystic mass seeping bile 
was found Iccated at the retroduodenal 
portion of the choledochus. 

6. Diverticula of the choledochus may be 
listed as a rare pathologic entity. However, 
one of us (H. M. G.) has recently operated 
upon a patient with jaundice whose com- 
mon duct contained eleven diverticula in 
each of which a mixed stone was impacted. 
It seems quite possible that under condi- 
tions of increased intraductal pressure and 
in the presence of inflammation, one or 
more of these stones may erode a diverticu- 
lum and produce a perforation. 
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COMMENT AND SUMMARY 


A case of spontaneous perforation of the 
common duct associated with stone has 
been presented. A brief review of the litera- 
ture and a description of the factors which 
may lead to such a perforation have 
followed. 

In retrospect, albeit hypothesis, it would 
appear that during this patient’s first at- 
tack of pain one year prior to his present 
illness, a small cholesterol stone was 
pushed from the gallbladder into the com- 
mon duct. It remained there as a silent 
stone until the recent chain of symptoms 
began. At this time in the presence of 
septic cholangitis it eroded through the 
duct wall and after perforation produced 
the sudden severe pain and chemical 
peritonitis. With the partial extrusion of 
the stone from the duct, bile was once again 
able to gain entrance into the intestinal 
tract and undergo reduction to urobilino- 
gen which appeared in the urine for the 
first time on the operative day. 
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CONGENITAL MEGACOLON-HIRSCHSPRUNG'S DISEASE 
MEGACOLON TREATED BY SEGMENTAL RESECTION 


JoszepH HersH, M.D. 
Diplomate of the American Board of Surgery 
Pittsburgh, Pennsylvania 


colon was established as a clinical 

entity in 1888 as “‘a condition of 
congenital, high grade dilatation of the 
colon with thickening of all its tunics, 
especially the tunica muscularis and reten- 
tion of large quantities of fecal matter.” 
The acquired type of megacolon although 
pathologically identical with its congenital 
relative differs etiologically from the entity 
described by Hirschsprung. 

Any mechanical obstruction of the large 
bowel is followed by hypertrophy and 
dilatation above the obstruction, thus 
considering the early age of appearance of 
symptoms of the disease it is possible that 
some embryonal defect is present which 
cannot be demonstrated at either operation 
or necropsy. 

The fact that the sigmoid is the most 
common site of the lesion and is usually 
found enormously enlarged the possibility 
of redundancy with chronic volvulus due to 
either kinking, angulation or adhesions 
must be considered in the etiology of this 
condition. 

Rankin believes that the pathogenesis 
is mixed, that there are often several 
etiologic factors as an embryonal defect 
situated either in the motor mechanism 
of the bowel itself or may be explained by 
ectasis of the wall of the bowel, or there 
is a mechanical, congenital defect which, 
although not demonstrably obstructive, 
produces the three cardinal anatomic 
features of megacolon, namely, dilatation, 
elongation and hypertrophy. Attempts to 
demonstrate mechanical obstruction in the 
congenital cases have failed as have any 
demonstration of faulty mechanism of 
resected nerve specimens. 


Megacolon is more common in male 
infants, the incidence being 3:1; approxi- 
mately a fourth of the cases are seen before 
the age of five years. 

Although the sigmoid is the most usual 
site of involvement, the process tends to 
extend proximally so that the descending 
transverse and ascending colon and finally 
the cecum may be implicated. In rare cases 
the lower part of the ileum is involved 
resulting in a condition of megaileum. 
Although the lesion usually ends at the 
junction of the sigmoid and rectum, the 
rectum is sometimes involved to a minor 
degree. The dilatation may become enor- 
mous so that the pelvic colon resembling 
a flexed leg and thigh may come to occupy 
the entire abdomen and cause extreme dis- 
tention with obliteration of liver dullness 
and marked umbilical protrusion. 

With surgical attack on the colon 


constituting a dangerous hazard associated 


with a prohibitive mortality prior to pres- 
ent day adjuvants to colon surgery in the 
form of sulfasuxidine and penicillin, the 
treatment was directed toward the etio- 
logical factor of neuromuscular obstruction. 
This condition was placed in the same 
category as cardiospasm, spasmodic ob- 
struction of the pharynx and other exam- 
ples of so-called achalasia, a term indicating 
that the essential defect is an inability 
of the sphincter to relax rather than a true 
spasm. The colon and rectum are in- 
nervated by a double nerve supply from 
the autonomic nervous system. The cir- 
cular muscle fibers are supplied from the 
lumbar rami communicantes passing down 
through the sympathetic trunks and the 
hypogastric and pelvic plexuses. The longi- 
tudinal fibers on the other hand are 
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supplied by the parasympathetics. Hyper- 
activity of the sympathetic innervation 
to the pelvirectal junction leads to a 
condition of increased tone of the sphincter. 
Thus Wade and Royle, in 1927, were the 
first to suggest sympathectomy for the 
treatment of idiopathic megacolon. In 
1930, Rankin and Learmonth modified 
the technic of the operation in which a 
transperitoneal division of the presacral and 
inferior mesenteric nerves is accomplished. 

Grimson, quoting Finney, Eiss and 
deTakats and Biggs has summarized the 
mortality rate associated with the medical 
management of megacolon as averaging 
58 per cent. Although the patients can be 
controlled for long periods of time, the 
bowel may perforate during an impaction 
episode leading to peritonitis and death. 

Of all the surgical procedures resection 
of the involved bowel was the most 
satisfactory, but prior to the advent of 
sulfasuxadine in the preoperative prepara- 
tion of the patient the high mortality 
associated with resection prevented its 
uniform acceptance. 

Poth has demonstrated that sulfasuxi- 


dine and sulfathalidine alter and simplify | 


the bacterial flora of the gastrointestional 
tract. His first report in 1942 on a series 
of fifty patients receiving sulfasuxidine 
both pre- and postoperatively revealed the 
absence of fecal fistulas and peritonitis 
and no deaths in the series. After four years 
evidence has accumulated that sulfa- 
suxidine and sulfathalidine when given 
in adequate dosage will produce a signifi- 
cant modification of the bacterial flora 
of the bowel and give a satisfactory 
mechanical preparation of the bowel pre- 
ceding surgical operations while the patient 
is maintained on an adequate protein and 
carbohydrate diet. Postoperative morbid- 
ity studies indicate that these drugs when 
properly used in the preoperative and 
postoperative surgical periods will con- 
tribute to the lowering of the operative 
mortality and make an occasional pro- 


cedure possible which might otherwise not 
be feasible. 
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Moses Behrend using sulfasuxidine 0.5 
Gm. to a Kg. of body weight for one week 
has successfully carried out open end-to- 
end anastomosis of the colon. 

Karl A. Meyer et al. used the open 
anastomosis on a series of twenty patients 
administering sulfasuxidine for a period 
of from seven to fourteen days before 
surgery in doses varying from 12 to 18 Gm. 
per day. There was one death in this series 
due to pulmonary embolism, a mortality 
of 5 per cent 

Waugh and Custer in a series of fifty 
cases using a primary aseptic anastomosis 
resorted to 10 Gm. of sulfasuxidine daily 
for four days prior to operation. Their 
mortality rate for the entire series was 
4 per cent. 

Poth and Knotts state that the sulfa- 
suxidine given in therapeutic doses. alter 
the feces because they become semifluid 
and practically odorless. Thus as a result of 
preparation of the patient with sulfa- 
suxidine, parenteral feeding and a non- 
residue diet the colon is practically empty 
at the time of operation and thus proximal 
colostomy or cecostomy is unnecessary. 
The hospital convalescence seldom exceeds 
three weeks comparing favorably with the 
minimum of eight weeks’ close supervision 
and three or four separate procedures in- 
volved in the Mikulicz procedure. 

Cattell and Colcock, from the Lahey 
Clinic, in summarizing their experience 
with congenital megacolon state that 
“Congenital megacolon is rare. Six pa- 
tients have been operated upon at the 
Lahey Clinic from 1940 to 1945 inclusive 
and are reported. The operation of choice 
is segmental or subtotal colectomy. Lumbar 
sympathectomy as the only operative 
procedure offers little chance of permanent 
relief and if employed should be reserved 
for the milder cases with diffuse dilatation. 
Medical treatment should suffice for these 
cases without operative intervention. Lum- 
bar sympathectomy may be combined with 
segmental resection but should not accom- 
pany subtotal colectomy.” 
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CASE REPORT 


R. F., Case No. 1515, male, age three years, 
referred to my service by Dr. H. Loikrec on 
January 5, 1946, with a chief complaint of 
“constipation.”” He was well up to the age of 
six months when he began having trouble 
evacuating his bowels. Constipation varied 
from one week to six months, the length of the 
latest episode, the use of laxatives and enemas 
being of no value. Along with constipation there 
was nausea and vomiting occurring with 
severe abdominal pain and marked abdominal 
distention. About four months ago the mother 
noticed a mass in the child’s abdomen varying 
in size after enemas or vomiting, the enemas 
never resulting in formed stool and yielding 
only discolored fluid. The past medical history 
was otherwise negative. 

Physical examination revealed a well nour- 
ished male child. The tonsils were hypertrophic, 
dentition good and some palpable nodes present 
in both post-cervical chains." The heart and 
lungs were essentially negative. The abdomen 
revealed moderate distention and a slight 
umbillical hernia. Palpation revealed a rounded, 
hard, firm mass extending to the umbilicus. 
Rectal examination disclosed a greatly dilated 
rectum with a massive fecal impaction which 
on bimanual examination seemed to be the 
source of the large abdominal “tumor.” 

On January 6, 1946, under vinethene anes- 
thesia the impaction was broken up and a 
barium enema administered under fluoroscopic 
control, the enema visualizing a large dilated 
sigmoid flexure. Unfortunately due to hyper- 
irritability of the colon, after breaking up the 
impaction, the barium was not retained long 
enough to be recorded on a film, only a faint 
residue of barium visualizing the upper portion 
of the sigmoid. Three days later the retained 
barium visualized the lower portion of the 
descending colon and rectum and a composite 
photograph of the superimposed x-ray films 
revealed the extent of the dilated bowel sug- 
gesting megacolon. 

Other laboratory data were as follows: On 
January 14th the urine was clear, straw 
colored; specific gravity 1016, reaction acid, 
sugar negative, albumen very faint trace, blood 
negative, microscopical examination negative. 
Two days later erythrocytes numbered 4,170,- 
000, leukocytes 5,000, hemoglobin 80 per cent, 
polymorphonuclears neutrophiles 51 per cent, 
eosinophiles 1 per cent, small lymphocytes 
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5 per cent, medium lymphocytes 34 per cent, 
large lymphocytes 6 per cent, large mono- 
nuclears 3 per cent. Kolmer and Kahn tests 
were negative. 

On January 13, 1946, he was placed on a 
preoperative routine consisting of sulfasuxidine 
1 Gm. four times daily, 44 ounce of mineral oil 
at bedtime and a daily colonic irrigation with 
normal saline solution. A daily liquid evacua- 
tion resulted from this routine. Donors were 
obtained by proper crossmatching and held in 
abeyance for the day of operation. Caster oil, 
14 ounce was given forty-eight hours before 
operation and the enema omitted the day before 
operation. 

On January 19th, he was operated upon using 
ether vapor and oxygen for anesthesia and a 
continuous drip of blood through a cannula 
inserted into the internal saphenous vein at the 
left ankle joint. Through a lower midline 
incision the dilated sigmoid was resected from 
its junction with normal sigmoid down to the 
rectosigmoid junction. An open end-to-end 
anastomosis was carried out in two layers using 
No. oo chromic interrupted sutures for the 
inner layer and interrupted No. 35 stainless 
steel wire for the outer layer. There was no 
fecal matter visible during the anastomosis. 
The posterior peritoneum in front of the bi- 
furcation of the aorta was opened and a dis- 
section of all fat and areolar tissue carried out 
to sever the presacral nerve; 244 Gm. of sulf- 
anilamide powder was sprinkled over the 
anastomotic suture line and the abdomen 
closed by a continuous No. 00 chromic suture 
doubled for the peritoneum and interrupted 
black silk sutures approximating the skin, 
subcutaneous tissue and fascia as a single layer. 

The total operating time was sixty-five 
minutes with the patient’s condition very good 
on leaving the table. A total of 500 cc. of 
citrated blood was administered during the 
operation and in the immediate postoperative 
period. 

Penicillin was started immediately post- 
operatively in 10,000 units intramuscularly 
every third hour and increased to 30,000 units 
on January 21st, continuing until January 26th, 
when it was discontinued. Fluids were admin- 
istered by vein through the cannula until 
January 21st, when water was started by 
mouth and sulfasuxidine again started giving 
1 Gm. every four hours and continued until 
January 24th 
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degree of involvement. 


The temperature reached normal on the 
sixth postoperative day and liquid bowel 
movements were passed as soon as sulfasuxi- 
dine was started postoperatively. The patient 
left the hospital on the thirteenth postopera- 
tive day in good condition. 

A complete blood count on January 25th, 
revealed erythrocytes 4,370,000, leukocytes 
10,450, hemoglobin 80 per cent, polymorphonu- 
clears neutrophiles 61 per cent, eosinophiles 
3 per cent, basophiles 6 per cent, small lympho- 
cytes 25 per cent, medium lymphocytes 3 per 
cent, and large lymphocytes 2 per cent. 

A summary of the pathological report is as 
follows: Macroscopic: ‘‘The specimen con- 
sisted of large intestine measuring 20 cm. in 
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Fic. 1. Composite x-ray picture after barium expulsion showing 


length. At one end it measured 2.8 cm. in 
diameter and at the opposite end 4.9 cm. The 
portion of smaller caliber comprised two- 
thirds of the specimen and had prominent 
teniae and small sacculations which appeared 
normal. The dilated portion while it had a 
thickened wall had no teniae or sacculations.”’ 

Microscopic: ‘“‘Sections of large intestine 
were lined by a typical mucosa which was 
somewhat more deeply stained and basophilic 
than usual. The muscularis was very well 
developed and appeared to be three or four 
times the usual thickness. The individual 
smooth muscle fibers were large and even 
with a simple H. & E. stain it was evident that 
the myoglia fibrils were very large and promi- 
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nent. No inflammatory cell infiltration was 
seen. In the submucosa there was an occasional 
small germinal lymph follicle.”” Diagnosis: 
Congenital megacolon. (Hirschsprung’s Dis- 
ease) hypertrophy of colon. 

A follow-up examination July 8, 1946, 
revealed a well nourished healthy youngster 
having no abnormal symptoms or complaints 
and normal stool evacuations without need of 
laxatives or enemas. 


SUMMARY 


In considering the treatment of mega- 
colon it may be stated that with preopera- 
tive preparation of the large bowel with 
sulfasuxidine it is possible to perform 
primary anastomosis on a_ practically 
empty colon and devoid of fear of post- 
operative peritonitis and intestinal fistula. 
The general condition of the patient is 
enhanced by the free use of blood trans- 
fusions and postoperative penicillin which 
has an inhibitory effect on anerobic strepto- 
cocci and clostridial infections and the 
prevention of their causitive réle in post- 
operative peritonitis. Thus this negligible 
surgical mortality will stimulate the more 
frequent use of surgery in the treatment 
of congenital megacolon replacing pro- 
tracted medical treatment and its final 
high mortality rate as well as the operation 
of sympathectomy which besides its fre- 
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quent failure sometimes by interrupting 
visceral sensory pathways fails to warn 
the patient of impaction or impending 
perforation. 
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SUBMUCOUS LIPOFIBROMA OF THE ILEUM 


RicHAarp H. LAwLer, M.D., 
Attending Surgeon, Cook County Hospital 


Aex B. Rains, M.D. 
Pathologist, Cook County Hospital 


AND 


J. SILVERSTEIN, M.D. 
Surgical Resident, Cook County Hospital 
Chicago, Illinois 


ENIGN tumors of the small intestine 
are rarely found and are still less 
frequently diagnosed clinically. It is 

likely that their frequency is greater than is 
found at operation for many are discovered 
as incidental findings at autopsy. Kirsh- 
baum,' in 1935, reported nine cases of 
lipoma of the gastrointestinal tract dis- 
covered at autopsy, six of which were 
located in the small intestine. Two of these 


were associated with clinical symptoms. 


his analysis of thirty-three benign tumors 
encountered in 5,754 autopsies, twelve were 
in the small intestine. Schottenfeld,? in 
1943, reviewed the literature and presented 
six new cases of lipoma of the small intes- 
tine. In his review he pointed out that of 
forty-six gastrointestinal tract lipomas dis- 
covered in a total of 38,741 autopsies 
sixteen were in the small bowel. 

Benign tumors of the small intestine may 
affect all parts of the jejunum and ileum; 
however, they are most frequently found in 
the ileum (Kirshbaum, Maingot,* Lichten- 
stein and Dutra‘). Schottenfeld, in his 
review of 275 gastrointestinal tract lipomas, 
stated that 56.0 per cent were in the small 
bowel, 52.0 per cent of which were in the 
ileum. The commonest types of benign 
small bowel tumors in order of their 


_frequency are adenoma, myoma, fibro- 


myoma, lipoma and hemangioma.® Rarer 
types are the lymphangioma, angiofi- 
broma,‘ myxofibroma® and neurofibroma. 
The tumors may be submucous or sub- 
serous, sessile or polypoid. Their symptoms 
vary with their origin. Generally the sub- 
serous types growing in an extraluminal 
direction present no symptoms. The sub- 


mucous types may be symptomatic. These — 


may cause melena, intussusception, partial 
or complete obstruction of the bowel and 
necrosis of the tumor mass. 

These findings are usually the complica- 
tions of the polypoid type of lesion rather 
than the sessile type. 

Clinically the patient may present a 
picture of acute or chronic attacks of 
intestinal obstruction associated with mod- 
erate to marked abdominal distention, 
nausea, vomiting and weight loss. Blood 
may be found in the stool. Christopher,’ in 
1942, reported a case of hemangioma of the 
ileum in which recurrent melena was a 
prominent finding. Smith, Good and Gray, 
in 1944, reported two cases of tumor of the 
small bowel that was responsible for inter- 
mittent episodes of melena over a period of 
three and seven years, the former a 
malignancy and the latter a benign lesion. 

Diagnosis may be made by a history of 
the tendency toward recurrence of symp- 
toms, mainly constipation, abdominal dis- 
tention, melena, nausea, vomiting and 
weight loss. 


CASE REPORT 


A Mexican male, aged forty-seven years 
was admitted to a medical service of the Cook 
County Hospital on December 10, 1945 with 
the diagnosis of “cirrhosis of the liver.” He 
presented the following complaints: weakness, 
progressive fatigue, intermittent, recurrent 
attacks of vomiting, a weight loss of 30 
pounds, occasional tarry stools and abdominal 
swelling of three months’ duration. There was 
no previous operation. 

Physical examination on that date revealed 
a weakened, middle-aged Mexican male, show- 
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ing evidence of recent weight loss but no dis- 
tress. The temperature was 98.2°F., the pulse 
70, respiration 20 and the blood pressure 100 
systolic and 60 diastolic. The skin was wrinkled. 
The pupils were small and unequal and did not 
react to light. The heart was slightly enlarged 
to the left but no murmurs were heard. 

The abdomen was slightly distended and 
there was little tenderness in the right upper 
quadrant. No masses were palpated. The 
kneejerk reflexes were absent. A tentative 
diagnosis of cerebrospinal lues and gastro- 
"intestinal tract malignancy was made. 

The red blood cell count was 4,700,000 and 
the white blood cell count 9,250 with 76 per 
cent polymorphonuclear leukocytes, 21 per 
cent lymphocytes and 3 per cent monocytes. 
The hemoglobin was 92 per cent. The urine 
was acid, negative for sugar, albumin or cellular 
elements. The blood Wassermann was negative. 
The blood non-protein nitrogen was 29 mg. 
per hundred cc. The inorganic phosphorous 
was 2.7 mg., the alkaline phosphatase 4.3 
units (Bodansky) and the acid phosphatase 0.7 
units per hundred cc. 

X-ray examination of the chest revealed a 
boot-shaped heart. A scout film of the abdomen 
showed gaseous distention in the small bowel 
with early laddering effect. A barium enema on 
December 19th was negative. A roentgeno- 
logical diagnosis of “‘small bowel obstruction” 
was made. 

The patient continued to have daily bowel 
movements and was comfortable until Decem- 
ber 30th when he developed abdominal cramps, 
became markedly distended and vomited 
several times. Visible peristaltic waves were 
noted concomitant with the cramps. Auscul- 
tation revealed rushes, tinkling and borborygmi. 
The patient was transferred to surgery. 

On December 31st under spinal anesthesia 
the patient was explored. The peritoneal cavity 
contained a moderate amount of clear serous 
fluid. The small bowel was markedly distended. 
About two feet proximal to the ileocecal junc- 
tion an ileoileal intussusception was found. 
When this was reduced a mass was noted in the 
lumen of the bowel which was distended 
proximal to the mass. The mass and approxi- 
mately 25 cm. of the ileum were resected and an 
end-to-end anastomosis performed. 

The patient had an uneventful recovery and 
was discharged from the hospital fifteen days 
following the operation. 
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Fic. 1. Gross tumor; pedunculated lipofibroma of 
the ileum. 


The pathological report was as follows: the 
specimen consisted of a segment of small intes- 
tine measuring 25 cm. in length. The serosa 
was thickened and in places covered by fibrous 
tags. This was especially marked in the mid- 
portion of the bowel segment. The serosa was 
slightly injected and purplish-pink. The mid- 
portion of the resected bowel was deformed by 
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Fic. 2. Note proliferation of mature and immature fat cells in the lamina pro- 
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pria and submucosa; hematoxylin and eosin stain; X 172. 
Fic. 3. Note interlacing bundles of cellular fibrous connective tissue and 
scattered fat cells; hematoxylin and eosin stain; X 172. 


an oval shaped mass measuring 5.0 by 5.0 by 
4.0 cm. which appeared to be freely moveable 
within the lumen. 

On opening the bowel a pedunculated mass 
was exposed, 5.0 by 4.0 by 4.0 cm., which 
was attached to the mucous membrane along 
the lateral aspect of the wall by a pedicle 1.5 
cm. long and 1.2 cm. in diameter. The mass was 
covered by a light tan mucous membrane. 
Beneath the mucous membrane were small 
plaques measuring up to 12 mm. which were 
light yellow-grey and surrounded by a reddish- 
grey, hemorrhagic extravasation up to I cm. 
in diameter. The remaining portion of this 


pedunculated mass on sectioning was a homo- 
geneous pale grey-white. The mucous mem- 
brane in the proximal portion of the mass was 
congested, purplish-red to pale purplish-grey 
and covered by thick mucus. The distal portion 
was pale purplish-grey. 

The circumference of the lumen of the 
bowel for a distance of 3.0 cm. proximal to the 
mass was 4.0 c. 

Proximal to this region the circumference 
measured 9.5 cm. Distal to the mass the lumen 
was 6.5 cm. in circumference. 

Microscopically a section of the mass re- 
vealed large accumulations of fat cells both in 
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the lamina propria and in the area of the sub- 
mucosa. (Fig. 2.) The cells for the most part 
were fat cells, characterized by the marginal 
placement of the nucleus along the cytoplasmic 
membrane and a large vacuole occupied by fat 
in the cytoplasm. Mixed with the mature fat 
cells were some less mature ones as char- 
acterized by the centrally placed nuclei and 
finely vacuolated cytoplasm. In the region of 
the muscularis propria the fat cells were less 
numerous, the original tissue having been re- 
placed by interlacing bundles of cellular 
fibrous connective tissue. (Fig. 3.) The diag- 
nosis was submucous lipofibroma of the small 
intestine. 
COMMENTS 


The above case presented several clinical 
features that should have suggested its 
diagnosis. The history of weight loss, recur- 
rent attacks of vomiting, occasional epi- 
sodes of tarry stools and intermittent 
abdominal swelling was strongly suggestive 
of a benign, obstructive lesion. Malig- 
nancies as a rule are progressively rather 
than intermittently obstructive. The chron- 
icity of the intussusception was apparent 
by the evidence of multiple fibrous tags. 
Although recurrent melena has been usually 
attributed to necrosis of the tumor proper, 
it is to be noted that no evidence of such 
necrosis was present in this patient: Very 
likely the intermittent occurrence of melena 
can be explained by the chronicity and no 
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doubt recurrent acute attacks of intus- 
susception, the last attack necessitating 
surgical intervention. 


SUMMARY 


A case of submucous lipofibroma of the 
ileum associated with intussusception was 
reported. The history, symptomatology 
and physical findings were typical of those 
found in similar cases. The patient recov- 
ered after surgical resection of the involved 
bowel and an end-to-end anastomosis. 
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FOREIGN BODY PERFORATION OF THE SIGMOID 
SIMULATING CARCINOMA* 


ApoLPH MELTZER, M.D. AND DoNALD B. HACKEL, M.D. 
Boston, Massachusetts 


N 1941, MacManus! collected ninety- 
three cases of foreign body perforation 
of the intestines from the literature and 

added two of his own. He found three main 
types of foreign bodies: (1) The metallic 
type including pins, wires and screws, was 
most common (46 per cent), (2) bones were 
encountered nearly as often while (3) wood 
splinters, including toothpicks, made up 
only 9 per cent of these cases. 

According to Carp,” who reviewed all the 
cases of this nature admitted to the New 
York Presbyterian Hospital from 1915 to 
1926, the great majority (83 per cent) of 
ingested foreign bodies are passed through 
the body harmlessly. A small proportion 
(17 per cent) become lodged and result in 
perforation; these figures suggest that in- 
numerable cases never reach the hospital. 

The clinical picture in these collected 
cases of intestinal perforation falls into two 
main types: usually the symptoms are 
fairly acute, the duration ranging from a 
few hours to two weeks. In one-third of the 
cases, however, the symptoms and signs 
develop gradually and are characterized by 
low grade fever and anorexia. In the case 
of radiolucent bodies, the preoperative 
diagnosis is usually impossible especially 
since the ingestion of the foreign body is 
rarely remembered. Only one case in Mac- 
Manus’s entire group of ninety-five had 
any knowledge of the ingestion of the 
foreign body. 

The gross pathologic findings fit into five 
main groups.' In order of their frequency 
these are: (1) abscesses, forty-two; (2) 
generalized peritonitis, eighteen; (3) early 
localized peritonitis, seventeen; (4) indur- 
ated inflammatory tumors, fourteen and 


(5) hemorrhage, one. Perforation of the. 


appendix occurred in thirty-four of these 


patients while sigmoid perforation occurred 
in only five. In sixty cases reported since 
1900, there was a 10 per cent mortality. 

The case we report of perforation of the 
sigmoid by a toothpick is of particular 
interest because of the chronic clinical 
course, the roentgenogram which simulated 
carcinoma and the peculiar gross pathologic 
condition of the lesion. 


CASE REPORT 


A fifty-six year old housewife was admitted 
to the Beth Israel Hospital on November 24, 
1946, with the chief complaint of abdominal 
pain and constipation of ten weeks’ duration. 
Ten weeks previously, she was seen at her home 
complaining of mild, “cramp-like’’ lower ab- 
dominal pain associated with nausea and chilly 
sensations. She related the onset of her symp- 
toms, then of twenty-four hours’ duration, to a 
meal of fish eaten two days before. She had no 
bowel movement for twenty-four hours. Exami- 
nation revealed slight tenderness to the left 
and below the umbilicus, no associated spasm 
and a temperature of 99.2°F. A presumptive 
diagnosis of acute diverticulitis was made. 
Three days later, September 18, 1946, because 
of the persistence of her symptoms, she entered 
a local hospital. 

Her laboratory findings on admission were: 
white blood cells, 13,500; polymorphonuclears, 
85 per cent; red blood cells, 3,800,000; hemo- 
globin, 75 per cent and urine, normal. A barium 
enema showed a constant area of narrowing at 
the junction of the sigmoid and the descending 
colon which was not characteristic of carci- 
noma; the mucous membrane appeared intact. 
The patient was treated for threatened perito- 
nitis and was maintained on intravenous fluids 
and given a course of sulfasuxidine. Her tem- 
perature ranged between 98.8° and 99.8°Fr. She 
was discharged after one week, apparently well, 
on a vitamin supplemented low residue diet. 
When seen two weeks later, she continued to 
complain of gaseousness and “pencil shaped 


* From the Beth Israel Hospital, Boston, Mass. 
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Fic. 1. Roentgenogram showing area of narrowing at junction of descend- 


ing colon and sigmoid. 


stools.”” Sigmoidoscopy showed considerable 
mucus in the sigmoid but no blood;.the stenosis 
was beyond the area visualized. No further 
medical attention was sought until 5 a.M., 
October 20th when her temperature rose to 
105°F. after a shaking chill. Pain developed in 
the left lower quadrant radiating down the left 
leg; vomiting was continuous. The patient was 
readmitted to a local hospital with a diagnosis 
of “‘Sigmoiditis, with retroperitoneal perfora- 
tion.” Examination revealed tenderness over 
the sigmoid. There was a tender bulge in the 
left vault upon pelvic examination. The white 
blood count was 37,000. Penicillin and strepto- 
mycin were given simultaneously with prompt 
subsidence of leukocytosis, fever and pain. On 
the third hospital day, daily rectal irrigations 
containing sulfasuxidine were begun to relieve 
the obstipation. She was discharged on her 
fifteenth hospital day after four days of a nor- 
mal temperature and no medication. At home 
the lower abdominal pain and constipation re- 
curred and, three weeks later, she was hospital- 
ized at the Beth Israel Hospital. 

The physical examination disclosed a short, 
obese patient in no distress. There was mild ten- 


derness over the sigmoid and tenderness and 
fullness in the left pelvic vault. The tempera- 
ture, pulse and respirations were normal. 

The admission laboratory data revealed a 
negative urine; white blood cells, 6,850; red 
blood cells, 3.5 million; hemoglobin, 75 per cent 
and stools, guaiac negative. 

During the clinical course the previous x-rays 
were reviewed; and a repeated barium enema 
revealed ‘‘an area of narrowing in the sigmoid 
about 3 cm. long. The findings were those of an 
organic lesion in the mid-sigmoid, slightly 
stenotic. Some features of the lesion were sug- 
gestive of an inflammatory nature. However, 
carcinoma could not be definitely ruled out.” 
The patient was seen by two consultants, a 
gastroenterologist and a surgeon; both agreed 
that malignancy seemed the most likely diag- 
nosis. The large bowel was prepared for surgery 
and on the eleventh hospital day laparotomy 
was performed under continuous spinal anes- 
thesia. | 

A left rectus splitting incision was made 
extending from the symphysis to 1 inch above 
the umbilicus. Exploration of the upper abdo- 
men revealed no abnormalities. The sigmoid 
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lay deep in the pelvis where it was fixed to the 
posterior uterine wall and board ligament by a 
hard mass which felt like carcinoma. A loop 
of distal sigmoid was felt beneath the mass and, 
because of the possibility of palliative resection, 
a plane of cleavage was developed by blunt dis- 
section between uterus and involved bowel. A 
few drops of purulent material were encoun- 
tered. The bowel, which was adherent over an 
area 8 by 4 cm. to the uterus and left ovary, 
was separated with relative ease and revealed 
an unusual orange-yellow coating to the 
“‘abscess cavity” and adjacent bowel wall. A 
portion of this was taken for frozen section and 
reported as showing “chronic inflammation.” 
A corpus luteum cyst 3 by 2 cm. lay in the 
upper portion of the mass. As the cyst was 
being separated from the sigmoid a small com- 
munication between it and the bowel wall was 
uncovered and a 3 cm. piece of toothpick 
extruded itself. After mobilization of the bowel 
the lesion was found to involve the junction of 
the descending colon and sigmoid. A large 
redundant loop of sigmoid had been trapped 
beneath the lesion in the pelvis. An additional 
biopsy taken from the hard yellow material at 
the mesenteric border of the bowel, away from 
the ovary, confirmed the first report. A left 
salpingo-oophorectomy was performed. The 
tiny (0.2 cm.) sigmoid perforation was closed. 
Two Gm. of sulfanilamide powder were 
sprinkled in the pelvis and over the bowel. The 
omentum was then tacked down with inter- 
rupted sutures over the long denuded area on 
the bowel and several appendices epiploica were 
used to peritonealize the posterior surface of 
the uterus. The abdominal wall was closed in 
layers without drainage. The patient left the 
operating room in good condition. 

The pathological examination revealed that 
the specimen consisted of a resected left tube 
and ovary. The ovary measured 3.0 by 2.8 by 
2.3 cm. while the tube measured 3.5 cm. in 
length and 0.6 cm. in diameter at the ampulla. 
The external surface of the specimen was 
covered by congested and somewhat roughened 
peritoneum except at the upper pole of the 
ovary where a cystic cavity opened to the 
outside. This cavity measured 3.0 cm. in 
diameter; its inner surface was yellowish-gray 
in color and covered to a great extent by 
reddened and necrotice material. The wall of 
this cystic structure was relatively thick, meas- 
uring 0.35 cm. in average thickness. Beneath 
this cyst definite ovarian tissue could be recog- 
nized containing a few tiny corpora lutea. The 
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fimbriated end of the tube was patent, yet 
swollen and congested. Also submitted was a 
thin sliver of wood resembling a portion of 
toothpick which measured 2.8 cm. in length. 
This body had been removed from the cyst of 
the ovary. There were a few small, irregular 
fragments of reddened and light yellowish-tan, 
friable tissue measuring 0.6 cm. in diameter. 
Frozen section showed inflammatory tissue 
with foreign body giant cells surrounding 
double refractile bodies. 

Diagnosis: Chronic oophoritis with necrosis, 
cystic and xanthomatous degeneration; peri- 
oophoritis and perisalpingitis; perisigmoiditis; 
foreign body(wood sliver) and hydrosalpinx. 

The patient’s postoperative course was un- 
eventful. She was given penicillin and strepto- 
mycin. Her temperature rose to 101°F. on the 
second postoperative day but fell within three 
days and remained at 99°F. throughout her 
stay. This slight elevation was attributed to 
residual pelvic inflammation. Antibiotics were 
withdrawn after one week. She was discharged 
on the eleventh postoperative day (December 
14, 1946) with her wound well healed. Three 
days after discharge, she again began to com- 
plain of abdominal cramps and fever. She was 
readmitted December 24, 1946, with a tem- 
perature of 100°F., a white cell count of 16,000 
and a diagnosis of “pelvic abscess.”” Massive 
doses of penicillin made drainage unnecessary. 
She was discharged January 16, 1947, after one 
week of normal temperature without chemo- 
therapy and has remained well ever since. 


SUMMARY 


A case history is presented of a patient 
in whom a swallowed fragment of toothpick 
perforated the sigmoid and entered a 
corpus luteum cyst of the left ovary. The 
prolonged symptomatology, anemia and 
x-ray evidence of an obstructive lesion led 
to a preoperative diagnosis of carcinoma 
of the sigmoid. At operation the perforated 
bowel and ovarian cyst were found in- 
volved in a hard yellow mass. Tissue from 
the mass revealed a unique reaction due to 
the response of the lutein cells to chronic 
irritation. 
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ENDOMETRIOSIS OF THE UMBILICUS* 


BENJAMIN J. WEISBAND, M.D. AND CHARLES Monica, M.D. 
New York, New York 


Bats paper is written for the purpose 


of adding two cases of endometriosis 

of the umbilicus to this relatively rare 
entity and also to review some of the 
literature on this subject. 

Novak! states that about forty cases of 
endometriosis of the umbilicus have been 
reported. However, according to Berman,? 
Stranger found a total of sixty-eight cases 
reported in the entire world until the end 
of 1935. 

Since 1935, we found that in American 
literature Jenkins and Brown* reported 
only three cases of endometriosis of the 
umbilicus out of a total of 117 cases of 
endometriosis elsewhere in the body. Fal- 
lon, Brosman and Moran‘ reported 200 
cases of endometriosis in a recent article 
but failed to mention any cases involving 
the umbilicus. 

Green® in 1899 was among the first to 
describe a case whose history and physical 
findings were very suggestive of endo- 
metriosis of the umbilicus and Cullen® in 
1920 reported two cases. Samson’ in his 
very thorough and interesting article dis- 
cusses endometriosis or adenoma of the 
peritoneal cavity but makes no mention of 
endometriosis elsewhere in the body. 

Histogenesis There are a number of 
theories concerning the histogenesis of 
endometriosis of the umbilicus. We are in 
agreement with Meyer, Novak and others 
that the Sampson theory of regurgitation 
of endometrial particles through a tube 
does not explain endometriosis of the 
umbilicus because, as previously men- 
tioned, Sampson did not take into con- 
sideration endometriosis outside of the 
peritoneal cavity. 

We found in our cases, as did Berman? 
and others, that no communication existed 


between the peritoneal cavity and the 
umbilicus and there were no signs of 
endometriosis elsewhere. Therefore, the 
celomic metaplasia thoery seems to be the 
most logical explanation for the subject on 
hand. This theory, by Ivanoff and Meyer, 
is based on the fact that the entire epithe- 
lial apparatus of the female genital tract is 
derived from the primitive peritoneum 
which forms the epithelial lining of the 
celomic cavity. The miillerian duct is 
developed from the invagination of this 
celomic epithelium and remnants of this 
remains at the umbilicus and undergo 
endometrial differentiation. 

Bingham and Templeton® state that 
while endometriosis is not malignant, these 
growths have been known to recur and 
metastasize. Visible endometrium has been 
found in the pelvic lymph nodes on numer- 
ous occasions and, according to Berman, 
cases of endometriosis of the arm and 
thigh have been reported. 


CASE REPORTS 


Case 1. R. M., (No. 113538), a thirty year 
old colored female, was admitted to the Surgical 
Service of Harlem Hospital on January 209, 
1939, with a history of umbilical “tumor” of 
one year’s duration. It was painful and bled 
intermittently for a month prior to admission. 
There was no periodicity to the pain. The past 
history revealed that the patient had had a 
hysterectomy for fibroid uterus followed by 
amenorrhea three years prior to admission. 

The physical examination revealed a well 
developed and well nourished colored female 
in no acute distess. Her head and neck showed 
no gross abnormality. The lungs were clear 
and the heart was essentially negative. The 
abdomen was scaphoid and there was a well 
healed lower mid-abdomenal scar present. 
There were no palpable masses. The umbilicus 


* From the Surgical Service of Harlem Hospital, New York City, Dr. Louis T. Wright, Surgical Director. 
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Fic. 1. Showing skin, appendages within the 
superficial portion of cutis and nests of endometrial 
glands in the deeper portions. 


showed a bluish discoloration with tumor 
formation in the center, tender and cystic in 
character. The admitting diagnosis was (1) 
umbilical tumor and (2) possible hemangioma. 

At operation on January 20, 1939, an umbil- 
ectomy was performed. A discoloration was 
found to extend to the peritoneum; however, 
no intraperitoneal involvement was present. 

The postoperative course was uneventful 
except for several episodes of stuporous and 
semi-stuporous states due to hysteria. The 
patient was discharged on the eighteenth post- 
operative day in excellent condition. 

The pathologic report is as follows: Gross: 
The specimen consisted of skin and subcutane- 
ous tissue in the center of which the umbilicus 
was found. The skin measured 11 by 4 cm. The 
umbilicus had a raised, light purplish mass in 
its center. On cut section, the mass was seen 
to consist of fibrous tissue. Microscopically, 
sections of the tumor revelaed endometriosis of 
the umbilicus. 

Case 1. G. R., (No. 239484), a thirty-four 
year old colored female, was admitted to the 
Surgical Service of Harlem Hospital on Novem- 
ber 9, 1945, complaining of painful swelling of 
the umbilicus of two years’ duration. The pain 
was most severe during her menstrual periods 
and became progressively worse. The periods 
were regular, every twenty-eight days and last- 
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1, showing endometrial glands in secretory phase 
surrounded by endometrial stroma. 


ing for four days, with no dysmenorrhea or 
menorrhagic. There was no history of external 
bleeding. The patient had one child and no 
miscarriages. 

The physical examination revealed a well 
developed and well nourished colored female 
in no acute distress. The head and neck showed 
no gross abnormalities. The lungs were clear 
and the heart was essentially normal. The ab- 
domen was obese and non-tender. The umbili- 
cus was enlarged, tender, with a small area of 
ulceration in the center. There was no gross 
evidence of bleeding. The pelvic examination 
was essentially negative. 

The admitting diagnosis was (1) endometriosis 
of the umbilicus and (2) omphalitis. Five days 
after admission, the pain in the umbilicus be- 
came severe and the umbilicus showed a small 
clot in the center. 

On November 27, 1945, fourteen days after 
admission, an umbilectomy and _ incidental 
appendectomy were performed. The essential 
findings at the operation were as follows: The 
umbilicus showed ulceration with blood clot 
in the center and purplish discoloration extend- 
ing to the periteoneal surface. However, the 
peritoneal cavity revealed no endometrial im- 
plants. The uterus was two to three times the 
normal size and boggy (premenstual). 
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The postoperative course was uneventful 
and the patient was discharged, symptom-free, 
on the thirteenth postoperative day. 

The pathologic findings were as follows: 
Gross: The specimen consisted of a mass of 
tissue 6 by 3 by 2 cm. in the center of which 
was an ulceration with a purplish discoloration. 
The microspic section revealed endometiosis 
of the umbilicus. 


Comment. These two patients were 
admitted to the surgical wards of this 
hospital instead of to the gynecclogic 
wards without the correct diagnosis being 
made. It seems worth while, therefore, to 
call the attention of the surgeons, who do 
not do gynecologic work, to this simple but 
unusual condition. In one instance it was 
mistaken for a tumor; in the second in- 
stance it was mistaken for omphalitis. 

Endometriosis of the umbilicus has never 
been reported in patients under the age of 
puberty and past the menopause. It is 
most prevalent in the third and fourth 
decades of life. Diagnosis of endometriosis 
of the umbilicus can usually be made with- 
out difficulty based on a history of painful 
swelling of the umbilicus most severe 
during, before, and/or after the menstrual 
period. Frequently, vicarious menstruation 
from the umbilicus is elicited. The most 
prevalent physical findings are a swollen, 
tender mass in the umbilicus with discolor- 
ation (purplish or bluish) and occasionally 
the presence of blood or a clot in the center. 

Treatment consists of excision of the 
umbilicus. However, for cosmetic affect, 
and for no other reason, sterilization is 
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indicated. We believe that this procedure 
would then cause a recession of the signs 
and symptoms as it does in endometriosis 
of the peritoneal cavity. 


SUMMARY 


1. Endometriosis of the umbilicus is a 
relatively rare entity, sixty-eight cases 
being reported until the end of 1935. 

2. Review of some of the literature is 
presented. 

3. Histcgenesis of endometriosis of the 
umbilicus is discussed. 

4. Two cases are presented with a de- 
scription of surgical and pathologic find- 
ings. 

5. It is important for surgeons to keep 
this condition in mind. 

6. The characteristic history and physi- 
cal findings are given. 

7. Treatment is suggested. 
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CONGENITAL DIAPHRAGMATIC HERNIA IN THE 
NEWBORN WITH MEDIASTINAL DEFECT 


C. Douctas SAWYER, M.D. 
Associate Surgeon, Methodist Hospital 
Brooklyn, New York 


HE following case presented an un- 

usual congenital mediastinal defect 

associated with a posterolateral defect 
of the left diaphragm. Early operation 
produced a satisfactory outcome. 


Fic. 1. X-ray showing absence of gas in abdomen, 
except descending colon, with intestinal pattern 
in left chest and superior portion of right chest 
and mediastinal displacement to right. 


CASE REPORT 


A baby girl, M. B., was born at 11:30 P.M. on 
March 13, 1946, at the Methodist Hospital, 
Brooklyn, New York. The antepartum course 
and delivery were normal. The delivery was 
not spontaneous, the first and second stage of 
labor lasting six and one-half hours. The baby 
was a healthy infant, weighing 6 pounds 
6 ounces. 

About three hours postpartum, the infant’s 
color became dusky and a deep cyanosis with 
labored respiratory effort gradually developed. 
The baby was placed in an atmosphere of 90 
per cent oxygen which eased the respirations. 
All attempts at feeding were regurgitated. 

The infant appeared normal except for 


cyanosis and the marked play of the accessory 
muscles of respiration. The cardiorespiratory 
examination was unusual. There were absent 
breath sounds over the entire left and the right 
anterior chest; breath sounds were present over 
the right chest posteriorly. Occasional intestinal 
borborygmi were audible over the left chest. 
The cardiac sounds were best heard to the right 
of the midline and were normal. The abdomen 
was flat to percussion. Rectal examination was 
normal and revealed meconium on the finger. 

An x-ray study, as shown in Figure 1, was 
reported as follows: “‘The entire left chest is 
filled with abdominal viscera. The upper por- 
tion of the right chest contains intestines. The 
heart and mediastinum are displaced markedly 
to the right. There is a very small amount of 
lung tissue visible in the lower half of the right 
lung field. Most of the gastrointestinal tract is 
in the chest, except for descending colon and 
rectum.” 

The presence of the intestinal pattern in the 
left chest suggested the usual posterolateral 
defect of the left diaphragm. The intestinal 
pattern seen in the right chest indicated a 
possible defect in the anterior mediastinum. 
The report of a definitely proved case by 
Ochsner et al. suggests that this defect may be 
a complete absence of the anterior mediastinum 
or possibly pleura, intravening as a hernial sac. 
The above report is a study of the embryologic 
and clinical aspects of this unusual congenital 
anomaly. The artist’s conception of the defects 
present in this baby is shown in Figure 2. 

The infant was carefully prepared for opera- 
tion thirty hours after birth. It was carried out 
under open drop ether, using positive pressure 
anesthesia during the period of expanding the 
left lung. A preliminary left phrenic nerve crush 
was done. 

The abdominal approach was used. The 
technical procedures employed were essentially 
those recommended by Ladd and Gross.? The 
only abdominal viscera present on inspection 
of the peritoneal cavity were the liver, descend- 
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Mediastinal 
defect 


Posterolateral 
defect in 
diaphragm 


2 3 
Fic. 2. Artist’s conception of posterolateral diaphragmatic defects and anterior mediastinal defect. 
Fic. 3. Schematic drawing showing intestine removed from peritoneal cavity and posterolateral defect without 
posterior left present. (After Ladd and Gross.) 
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Fic. 4. X-ray of chest and abdomen, first postoperative day. Normal intestinal pattern in abdomen, air in 


both thoracic cavities and heart and mediastinum still on the right. 


Fic. 5. X-ray of chest and abdomen on tenth postoperative day. Heart and mediastinum in normal posi- 


tion, both lungs expanded; intestinal pattern in abdomen normal. 
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ing colon and rectum. The remainder were in 
the right and left chest, having traversed 
there through the posterolateral defect in the 
left diaphragm. A catheter was thrust through 
the defect in the diaphragm and passed up to 
the apex of the left pleural cavity. Thus the 
left intrapleural pressure was made equal to the 
atmospheric pressure and markedly facilitated 
the removal of the abdominal viscera from the 
right and left thorax. All the viscera were then 
brought out on the anterior abdominal wall 
(Fig. 3) and the rent in the diaphragm closed 
as illustrated. In this case, no posterior leaf was 
found as is seen in the posterolateral defects. An 
attempt was then made to expand the left lung 
by positive intratracheal pressure. Air was 
sucked from the left pleural cavity through a 
catheter around which a purse-string suture 
had been placed in the diaphragm. It was possi- 
ble to close the abdomen in anatomic layers. 
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The postoperative course was uneventful. A 
50 cc. blood transfusion was given immediately 
and penicillin, 10,000 units every three hours 
for twenty four hours, was administered pro- 
phylactically. The left lung did not entirely 
expand nor did the right. There was air in both 
thoraces, a proof of a mediastinal defect. 
(Fig. 4.) On the tenth postoperative day, both 
lungs were fully expanded. (Fig. 5.) 

The infant was discharged on the fourteenth 
day after operation, having regained its birth 
weight, and has developed normally since. 
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Announcement: The American Association for the Study of Goiter 
will meet at the King Edward Hotel, Toronto, Canada, May 6, 7 and 8, 
1948. The program for the three-day meeting will consist of papers deal- 
ing with goiter and other diseases of the thyroid gland, dry clinics and 
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PRESENCE OF CECUM AND APPENDIX IN SCROTUM IN 
LARGE INDIRECT INGUINAL HERNIA 


Tuomas F. Keyes, m.p. 
Surgeon, Marysville Clinic 


Marysville, 


HE purpose of this paper is to present 

a case in which the cecum and the 

appendix were found in the scrotum 
in a large inguinal hernia. 

“That the appendix itself has been found 
in a hernial sac has long been known. 
Ryan, in 1937, presented figures showing 
that of 8,692 cases of appendicitis, eleven 
or .13 per cent were in the hernial sac. 
Coley found that of 2,200 hernias operated 
that the appendix was found seventeen 
times in the sac, an incidence of 8.10 per 
cent. 

That the presence of the cecum and the 
appendix in a hernial sac is rare is found 
by scanning the literature. A case is 
herewith presented in which the cecum and 
the appendix were found in the scrotum in 
a large inguinal hernia. 


CASE REPORT 


M. R., a sixty-seven year old, white male, 
came into the clinic complaining of right scrotal 
pain and cramp-like abdominal pain. Exami- 
nation revealed a heavy set male, weighing 
about 250 pounds with a huge scrotal enlarge- 
ment. The first impression was that he had a 
large hydrocele, but the scrotum did not 
transilluminate well. 

He was taken to the hospital for surgery. At 
operation an incision was made in the lateral 
aspect of the scrotum extending into the right 
inguinal region through the skin, subcutaneous 
tissue and dartos. The sac was located, picked 
up and incised and was found to contain several 
loops of bowel which were replaced within the 
abdomen only after the internal ring, which 
was quite narrowed, was incised. The cecum 


California 


and the appendix were left both of which were 
fused with the sac wall. They were dissected 
free with some difficulty and in one area a 
portion of the sac wall had to be left attached 
to the cecum in order to free it. The appendix 
was removed and the stump was inverted. 
Then the cecum was replaced within the 
abdomen and the internal ring was closed with 
interrupted cotton sutures. A small hydrocele 
was found, and it was treated as in the Bottle 
operation. The hernia was repaired using 
interrupted cotton sutures throughout. 
Postoperatively the patient did very well. 


_His convalescence was uneventful, and he was 


discharged from the hospital on the tenth 
postoperative day. 


SUMMARY 


This case is presented to show that in 
large inguinal hernias one may encounter 
the small or large bowel although the latter 
is not so common. In many cases the ap- 
pendix may be found in the hernial sac. 
If the appendicitis should be acute, its 
differentiation from strangulated hernia 
may be difficult. 

In appendicitis the pain may come in 
spasms and radiate, and in strangulation 
the pain is usually steady and dull and 
constantly increasing in severity. 
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PLASTIC RECONSTRUCTION FOLLOWING THIRD DEGREE 
BURN OF FOREARM 


NATHAN Bropiz, M.D. 
Assistant Surgeon, Kings County Hospital, Brooklyn Cancer Institute and Israel Zion Hospital 
Brooklyn, New York 


HE following case history of recovery 

from third degree burn of forearm 

presents some interesting aspects from 
the viewpoints of the injury and the subse- 
quent treatment. 


Fic..1. Appearance a few weeks following admis- 
sion with moderate granulation and exposed de- 
vitalized portion of ulna. 


On September 3, 1942, at 8:15 a.m., H. K. 
was working on a combiner, which is a machine 
consisting of a hot plate and an opposing spiked 
surface. While in the act of putting paper 
through the combiner, his left hand and fore- 
arm were caught between the heating plate and 
the spiked surface or collar. The injured person 
was taken to a nearby hospital where he re- 
mained for two weeks. 

H. K. was then admitted on my service to 
the Israel Zion Hospital, Brooklyn, New York, 
on September 18th, the first of eight admis- 
sions; the last was on April 29, 1943. 

The patient, age thirty years, had had a 
bilateral hernioplasty performed twenty years 


previously. General examination was negative. 
All findings were confined to the left upper 
extremity. The entire length of the dorsal, 
ulnar and volar aspects of the left forearm were 
practically denuded, leaving only the radial 
aspect covered with skin and the proximal two- 
thirds of the ulna exposed. The muscle bellies 
of the extensor carpi ulnaris and extensor 
digitorum communis were already gangrenous. 
Sloughing was present in the tendon of the 
extensor carpi ulnaris, with a purulent dis- 
charge from the wound, yellowish green in color 
and foul smelling. The distal phalanges of the 
four fingers of the left hand were severely 
crushed. 

The diagnosis was that of a third degree burn 
and a crushing injury of the left forearm and 
hand, involving the ulna, muscle bellies and 
tendons. 

A five per cent solution of sulfathiazole was 
used to irrigate the wound together with 
powdered applications of sulfathiazole at inter- 
vals of every few days. After four weeks’ 
hospitalization, the patient, his wound covered 
with an Orr dressing, was discharged from the 
hospital on October 18, 1942. 

Then followed five readmissions for changes 
of the Orr dressings between November 30, 
1942, and March 2, 1943, the dates being 
November 30th, December 12th and 22nd, 
1942, and January 14th, February 13th, and 
March 2, 1943, respectively. 

On March 19, 1943, the patient was ad- 
mitted to the hospital for the seventh time, 
whereupon a 634 inch section of the outer por- 
tion of the distal three-fourths of the ulna, 
occupying about one-third to one-half of the 
circumference of the ulna, was removed by 
sequestrotomy. 

On April 28, 1943, the patient again was ad- 
mitted, and the next day was begun the first 
stage of a broad abdominal skin flap to the left 
forearm. The skin of the infra-umbilical region 
was utilized which extended from one anterior 
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Fic. 2. Volar aspect with h 
second degree burns. 


ealing following first and 


superior iliac spine to the other. This free 
margin of the abdominal graft was sutured to 
the previously freshened edge along the dorsal 
aspect of the left forearm. 

The wound having healed by primary union, 
all sutures were removed on the fourteenth 
postoperative day. Nineteen days later, the 
second stage was performed by severing the 
lower border of the broad abdominal skin flap 
which was then sutured to the previously fresh- 
ened skin edge on the anterior aspect of the 
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Fic. 3. Segment of removed devitalized ulna com- 
pared to a normal ulna. 


forearm. As the take on the forearm proved 
successful, all sutures were removed eight days 
postoperatively. 

This plastic procedure was followed within 
twenty-seven days by a split skin graft from 
the left thigh to the abdomen, the purpose of 
which was to cover the extensive abdominal 
defect resulting from the broad pedicle graft. 
The following procedure was used to do this 
split skin graft: 

With the aid of paraffin mesh gauze, a pat- 
tern of the abdominal raw surface was cut out. 
Following preparation of the edges of the ab- 
dominal defect and using a Padgett dermatone, 
a section of skin 0.018 inch thick, 734 inches 
long and 4 inches wide was taken from the left 
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Fic. 4. Granulations covering area of previously resected devitalized ulna. 
Fic. 5. Volar ‘aspect of healed left forearm. 
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Fic. 6. Wide abdominal flap ten days after Fic. 7. Release of abdominal skin flap revealing 


operation. 


thigh. This oblong section was divided into two 
triangular grafts, corresponding to the paraffin 
mesh pattern, and then accurately sutured into 
position so that they exactly covered the defect 
of the abdominal skin. The surface of the graft 
was then pie-crusted and postoperatively the 
split skin graft was kept moistened with saline. 
Following the split skin graft, the sutures were 
removed eleven days postoperatively. On 
June 12, 1943, the patient was discharged after 
eighty-three days of hospital treatment, forty- 
four of which were devoted to the various 
plastic procedures. 

The following results were revealed by a 
subsequent examination: The recipient area on 
_ the left forearm was soft and pliable and showed 
good color; it also adequately protected the 
sharp dorsal ‘border of the regenerated ulna. 
This effect compared favorably with a non- 
grafted area of dermis in the region of the ulnar 
aspect of the wrist which was thin, dried, hard 
and scaly. The ungrafted area presented a hard, 
unstable scar and compared poorly with the 
grafted area both in efficiency and function. 

The donor sites on the abdominal wall and 
on the left thigh had healed. There was, how- 
ever, limitation of range of motion of the wrist 
up to 60 degrees, as compared to a normal range 
of 90 degrees, resulting in a one-third loss of 
motion range. Ankylosis of the small left finger 
and a firmly scarred area, measuring 1 by 4 
inches along the ulnar aspect of the left wrist 
and hand, were present. Amputation of the 


extensive granulating surface of abdominal wall. 


patient’s ankylosed little left finger is advisable 
but has been deferred for a time, as it is no 
hindrance to his present occupation as a clerk. 


The technic of the Padgett dermatone 
grafting process is well known to most sur- 
geons. Nevertheless, when the bone is 
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Fic. 8. Split skin graft from left thigh covering de- 
fect of abdominal wall. 
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Fic. 9. Healed area of split skin graft. Fic. 10. Take of graft to abdominal wall and final result 
of forearm graft. 


superficial, the flap, as previously indi- 
cated, is desirable in order to give the bone 
sufficient covering. Where the flap has a 
wide base, similar to the one described, it 
is unnecessary to use a tubular graft with 
a consequent gain in time. The second 
World War has provided the opportunity 
of demonstrating the successful application 
of the above method which has proved it- 
self a great aid in healing and time-saving. 
One must be cautious, however, that the 
base is at least as wide as its free edge. 

The grafts were cut between .016 to .020 
of an inch skin thickness, the latter varying 
with age, sex and region. 

In the adult female the thickness on the 
inner side of the thigh measures .o18 to 
.020 mm. 

The measurement in a two to three 
month old infant is .o10 to .o12 mm. 

From the abdomen of a six year old 
child, it is .o14 to .016 mm. 

In children twelve to fourteen years old, 
the maximum thickness is .o16 mm. 

Skin grafting should be done as quickly 
as possible after the infection has been 
placed under control, provided there is a 
clean granulating base. In the present in- 
stance, because of the devitalized ulna ex- 
cised by the sequestrotomy, it was neces- 
sary for granulations to cover the ulna and 
the other raw surface completely before 


any plastic procedure could be attempted. 


The broad flap pedicle graft to cover the 
defect of the forearm was preferred to a 
split skin graft so that a good thick layer 
of skin, together with subcutaneous ele- 
ments for an exposed bony surface, could 
be supplied. 

One of the outstanding features of the 
Padgett dermatone is that it permits ex- 
ceptional advances in plastic surgery. By 
its use large skin areas of any uniform 
thickness may be taken from donor sites 
which hitherto could not be utilized. As the 
donor site heals sufficiently within ten to 
twelve days, dressings may be necessary 
for this period. The pressure dressings are 
then changed daily and kept moist with 
boric acid or saline solution. If necessary, 
the same donor site may be used again at a 
later period in cases of extensive burns. 


SUMMARY 


As indicated by the accompanying photo- 
graphs, plastic reconstruction following a 
third degree burn may be successfully ac- 
complished when the procedure employed 
is functionally efficient. The proper grafting 
of the abdominal skin flap is of the greatest 
importance in achieving satisfactory re- 
sults and the use of the Padgett dermatone 
in skin removal contributes greatly to the 
final result. 
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RECONSTRUCTION OF THE FACE AND ALL FOUR EYELIDS 
Orro §. STEINREICH, M.D. AND 


Akron, Obio 


METHOD of reconstruction of the 
face and eyelids is described which 
provides a covering that approxi- 

mates the normal in contour, flexibility, 
expression and texture more nearly than 
that produced by other means. 


CASE REPORT 


The patient, a twenty-seven year old soldier 
who was burned in France by a gasoline ex- 
plosion in January, 1945, was admitted for 
treatment of severe ectropia of all four eyelids, 
granulating third degree burns of the whole left 
parietal region of the scalp and marked de- 
formity of the face. Scars from incomplete 
“‘takes” and from the suture lines of multiple 
split-thickness skin grafts produced with the 
healed burned areas the distorted condition of 
the face. Shrinkage of these grafts contributed 
a large part to the deformity. 

The eyes escaped damage at the time of the 
burn by reflex forcible closure of the lids. A 
tarsorrhaphy of both right and left lids, which 
was performed four days after the injury, main- 
tained protection of the corneas and conjunc- 
tivae for a few weeks. Two months after the 
injury, while still at an overseas hospital, areas 
of free skin from the abdomen were grafted on 
all four lids. Although the corneas and conjunc- 
tivae were uninvolved on admission to our 
hospital, these skin grafts, which had served to 
prevent severe infection, did little toward 
ultimate correction of the deformities. (Fig. 1.) 

Hypertrophied scars at the margins of ad- 
joining skin grafts and scattered areas of de- 
pigmentation, where parts of the grafts had 
failed to grow, were with the ectropion of the 
right upper lip the background for the most 
startling feature of this face; the severe ectropia 
of all four eyelids with eversion and hyper- 
trophy of the tarsal conjunctivae which were 
most striking manifested by closure of the eyes. 
(Fig. 2.) 

Six days after admission to our hospital, 
grafts to all lids and secure tarsorrhaphies of 


ALSTON CALLAHAN, M.D. 
Professor of Ophthalmology, Medical College 
of University of Alabama 


Birmingham, Alabama 


both right and left lids were performed. Under 
endotracheal inhalation ether anesthesia, a 
split-thickness skin graft taken from the left 
chest with the Padgett dermatome set at 
0.015 inch was used to reconstruct the eyelids. 

An arched incision was made parallel to the 
free lid margin in the left upper lid beginning 
about 5 mm. medial to the inner canthus and 
sweeping around laterally to a point about 
12 mm. beyond the outer canthus. Consider- 
able scar tissue which was encountered beneath 
the skin was dissected out and removed. In 
order to free the conjunctiva of the upper lid 
from the scar tissue contracting it, the dissec- 
tion was carried back to a depth approximately 
equal to the equator of the eyeball. Only the 
margin remained of the lower lid. An incision 
was made parallel to and approximately 5 mm. 
from its border, and when all subcutaneous scar 
had been removed, only the conjunctiva and a 
few bundles of muscle fibers were left. The lids 
were well mobilized and each margin easily 
approximated its fellow. 

A subtotal tarsorrhaphy was performed leav- 
ing unjoined a small central area anterior to 
the pupil and a similar area at each of the 
canthal regions. Wheeler lid sutures were used 
to hold the denuded lid margins together until 
firm union had occurred. 

The previously cut skin grafts, each of which 
measured approximately 35 mm. in length and 
20 mm. in width, were sutured with interrupted 
horsehair into the defects of the lids. Care was 
taken to follow the lines of skin tension by 
placing the grafts on the eyelids so that these 
lines were horizontal. A stent of cod liver oil- 
sulfathiozole gauze’ and cotton “‘torpedo” were 
tied over each graft so that there would be firm, 
even pressure holding it in its bed. The lids of 
the right eye were repaired in a similar manner. 

At the first postoperative dressing one week 
later, all of the grafts were viable and in good 
condition except for the loss of the medial half 
of the right lower lid graft. The right medial 
tarsorrhaphy had become separated and it was 
probably this that caused the partial loss of 
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Fic. 1. Ectropia of lower lids and right side of mouth. 
Fic. 2. Ectropia of upper and lower lids; note hypertrophied conjunctivae. 


Fic. 3. Ectropia of lower lids removed and right side of mouth improved. 


Fic. 4. Eyelids close over globe with no eversion of conjunctivae. 


STErnREIcH, Orto S, and CALLAHAN, ALsTon. Am. J. Surg., 74: 839-840, 1947. 
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one graft. Daily cleansing of the new surfaces 
with boric acid, saturated solution and zinc 
sulfate, 1 per cent, was performed for two weeks. 
The granulation tissue on the left parietal 
region of the scalp was infected with Staphylo- 
coccus aureus and Bacillus pyocyaneus and 
remained refractory to all types of treatment 
until continuous soaks of a penicillin-acetic 
acid mixture was applied. This solution was 
developed and extensively used by the senior 
author in the preparation of infected burns for 
skin grafting. The mixture consisted of equal 
parts penicillin, 250 units per cc. and acetic 
acid, 1 per cent. Following application of these 
soaks for eight days, the granulations were 
clinically clean, firm, pink and healthy. 
Approximately 32 sq. inches of skin cut to 
0.010 inch with the Padgett dermatome was 
taken from the left side of the back. After the 
granulation tissue of the head was shaved down 
to the firm, yellow scar base with a Ferris Smith 
knife, the graft was sewed in place with inter- 
rupted No. oooo black silk sutures. A quilting 
suture of the same material was placed through- 
out the graft and a stent of cod liver oil- 
sulfathiozole gauze and abdominal pad were 
sutured in place over the graft to maintain firm, 
even pressure. The donor site on the back was 
covered with six layers of the same kind of 
gauze and then a firm pressure dressing was 
applied to both the donor and recipient sites. 
On the sixth postoperative day, all of the 
sutures were removed at the first dressing and 
the graft was found to have “‘taken”’ in entirety. 
The donor site was dressed for the first time on 
the twelfth day following operation and it was 
found that epithelialization was complete. Both 
the grafted area and the donor site were 
massaged several times a day with cocoa 
butter for two months. After three months had 
elapsed, fat had become deposited beneath this 
graft and the texture and mobility of the skin 
was virtually the same as that of normal scalp. 
The emergency surgery having been com- 
pleted on this patient, prolonged consideration 
was given to the best means of effecting an 
improvement of his facial deformity. Split- 
thickness skin grafts of the face in this patient, 
as in other similar patients whom have been 
observed for as long as twelve months post- 
operatively, have left much to be desired. When 
large portions of the face have been covered 
with even, thick split-thickness skin, we have 
invariably found that a waxy, expressionless, 
mask-like appearance results which is associ- 


ated with some degree of contracture or ectro- 
pion of the orifices involved in or adjacent to 
the grafted area. 

It was therefore decided that full-thickness 
skin with its own subcutaneous tissue and 
blood supply would provide the optimum cover- 


‘ing for this patient’s face. Since the pectoral 


region on one side had been used as a donor site, 
this readily accessible area could not be used. 
The only remaining symmetrical area possess- 
ing skin of the same general texture as the face 
was that found on the inner surfaces of the 
arms. It was therefore planned that a bicipital 
tube, which would cover half the face, would 
be made on each arm. 

A tube 614 inches long and 4 inches wide was 
prepared on the inner aspect of the right arm 
over the biceps muscle. The defect left in the 
skin of the arm by the formation of the tube 
was covered with a skin graft cut from the 
right thigh with the Padgett dermatome set at 
0.015 inch. The graft was sutured in place with 
No. oo00 black silk. A quilting suture of the 
same material was taken throughout the graft. 
A stent of cod liver oil-sulfathiozole gauze and 
abdominal pad were sutured in place over the 
graft to insure proper pressure upon it. The 
arm was immobilized in extension with a 
posterior splint made of six folded hand towels. 

Seven days later, all of the sutures were 
removed from the tube which was well healed 
and from the graft which had “taken” com- 
pletely. No further dressings were applied but 
immobilization of the arm was maintained for 
two weeks longer so that the graft might be- 
come completely organized. Both the graft and 
donor sites were massaged several times daily 
with cocoa butter. A tube of the same dimen- 
sions was later formed on the left arm in a 
similar manner. (Fig. 5.) 

Twenty-two days after formation of the tube 
on the left arm, a flap of skin 4 inches wide and 
2 inches long, beginning just below the mandible 
on the left side of the face, was elevated. The 
distal end of the tube on the left arm was 
severed. The tube was then doubled on itself 
and 2 inches of it unrolled and implanted into 
the defect on the left side of the face made by 
elevation of the flap. Interrupted No. 0000 
black silk vertical on end mattress sutures were 
used to approximate the tube to the face. 

After implantation of the tube, all but a small 
portion of the flap of scar on the face was 
excised. The portion of flap that was allowed 
to remain was sutured to the edges of the 
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opening in the partially unrolled tube in order 
to eliminate drainage from the raw surfaces of 
the latter. Cod liver oil-sulfathiozole gauze and 
firm pressure dressing were placed over the 
migrated portion of the tube. The arm was 
immobilized with the left hand on the right 
side of the head by gauze bandage and adhesive 
tape. All sutures were removed on the sixth 
day after operation and the incision line was 
found to be well healed. In order to prevent 
widening of the incision scar, collodion strips 
were placed along it for support for two weeks. 
(Fig. 6.) 

Thirty-one days after the distal end of the 
tube had been migrated to the face, the proxi- 
mal end of the tube was severed from the 
arm. Although there was active bleeding from 
the cut end of the tube, it was believed that too 
great an insult to the blood supply would result 
if the remainder of the tube was unrolled and 
implanted. Consequently, only the distal 2 
inches were unrolled. After elevation and exci- 
sion of the scarred skin of the right nasofacial 
angle, the nose and part of the left cheek the 
unrolled part of the tube was sutured in place 
with No. oooo interrupted black silk. A portion 
of the scar of the cheek was left as a flap to 
close the open portion of the tube. 

The tube had been severed in the axillary 
crease of the left arm. This defect was closed 
with No. 40 cotton interrupted sutures in the 
subcutaneous tissues and No. oooo black silk 
in the skin. The same type of gauze and pres- 
sure dressing that was used previously was 
applied to each of the operative sites. On the 
fourth day following operation, alternate su- 
tures were removed from the face and the 
incision was well healed. The remainder of the 


Fic. 5. Bilateral bicipital tubes with skin grafts to Fic. 6. Distal end of tube migrated to left sub- 
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sutures were taken out of the face on the sixth 
postoperative day when all the sutures were 
excised from the axilla where the edges of the 
incision were found to be united. 

Twelve days later, the distal end of the bicipi- 
tal tube of the right arm was migrated to the 
right submandibular region in the same manner 
as that described for the left side. 

It was believed, however, that completely 
unrolling and implanting the tube would pro- 
duce a better cosmetic result than that obtained 
by the method employed in migrating the tube 
on the left side of the face. In order to do this 
and still be assured of good circulation in the 
tube, the blood supply from the proximal end 
was partially interrupted by incising the skin 
after twenty-eight days. This procedure re- 
sulted in increased and hypertrophied circula- 
tion to the tube from the distal end which had 
been previously migrated to the submandibular 
region. 

Fourteen days afterward, the previously 
migrated bicipital tube on the right arm was 
severed at its proximal end and unrolled. Much 
of the fat was removed from the pedicle flap, 
then the scarred skin which had produced 
ectropion of the right upper lip and distortion 


_ of the angle of the mouth was excised along 


with the damaged tissue of the whole right 
cheek. The pedicle flap was then laid into the 
defect and sewed in place with No. 0000 inter- 
rupted black silk sutures. The upper end of the 
flap was crowded into the lower medial portion 
of the right eyelid and was used to correct the 
small ectropion which had resulted from the 
partial loss of the eyelid graft. The defect in 
the right arm was closed in a manner similar to 
that used on the other arm. 
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On the fifth postoperative day, alternate 
sutures were removed and the wound was well 
healed. The contour of the cheek was found to 
be -very satisfactory. The remainder of the 
sutures were removed on the following day. 

The portion of the pedicle flap on the left 
side of the face that had remained as a tube 
was unrolled. After the scar of the cheek that 
it covered was excised, the flap was implanted 
into the defect in the same manner as previ- 
ously described. 

After the last operation it was obvious that 
the left side of the face contained much more 
fat than the right. Before correcting this, how- 
ever, formation of a more acceptable nasofacial 
angle on the left was attempted. A vertical 
incision was made on the left side in the 
migrated tube pedicle along the junction of the 
nose and face. Fat was removed from the edge 
of the flap on each side of this incision and each 
skin edge then sewed down to the base of the 
cheek with No. 40 cotton in the subcutaneous 
tissues. The incision was then closed with No. 
0000 interrupted black silk sutures. Two 
mattress sutures of No. oo black silk were 
placed along the nasal edge of the incision, 
brought through the septum and tied over a 
lead button on the right side of the septum. 
This was a further means of inverting the edge 
of the incision and producing a nasofacial fold. 
The skin sutures were all removed on the fourth 
day after operation and the wound was well 
healed. On the tenth postoperative day, the 
mattress sutures were removed and it was 
believed that some success had been attained. 

The superior incision line of the flap on the 
left side of the face was opened and a large 
amount of fat was excised from the under sur- 
face. The incision was closed in the usual man- 
ner. When the sutures were removed on the 
fourth postoperative day, the wound was well 
healed and the contour of the left cheek closely 
approximated that of the right side of the face. 

There was no dysfunction of the arms and 
the grafts over the biceps were soft, pliable and 
cosmetically acceptable. (Fig. 7.) The tarsor- 
rhaphy uniting the left lids were divided four 
months after they were constructed but, be- 
cause of the contraction of the ciciatricial tissue 
as well as the various surgical procedures on 
the face, the tarsorrhaphy uniting the right lids 
was not divided for nine months. Vision in each 
eye was 20/20 uncorrected and ectropia of the 
lids were not present. (Figs. 3 and 4.) 


Fic. 7. Function of arms unimpaired and appearance 


good. 


Desiccation of the cornea with ulceration is 
no longer likely because of the protection 
offered by the new lids. The final appearance is 
satisfactory and the patient states that to him 
the extensive and prolonged surgery was very 
worth while. 


CONCLUSIONS 


The results in this case are far superior 
to those where split-thickness or even full- 
thickness skin grafts have been employed. 
When it is necessary to resurface a large 
area of the face, full-thickness skin with its 
own circulation-bearing subcutaneous tis- 
sue is the most acceptable material. The 
sites most readily available and most 
closely resembling the skin of the face are 
the pectoral and bicipital regions. In fe- 
males, the latter site is preferable since no 
damage is done to the breasts. 
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UNUSUAL METASTATIC MANIFESTATIONS OF BREAST 
CARCINOMA* 
CUTANEOUS HEMORRHAGIC METASTASIS 


Jutian B. HerRMANN, M.D. AND Frank E. Apair, M.D. 
New York, New York 


HE breast is the most frequent site 

for the primary lesion metastasizing 

to the skin. Cutaneous metastasis 
from neoplastic lesions in other sites is an 
infrequent occurrence. Redlich,'? in a 
series of 500 cases of carcinoma originating 
in various sites, found the incidence of skin 
metastasis to be 0.4 per cent and Buday* 
encountered three instances of cutaneous 
metastasis in a group of 336 patients with 
carcinoma in various locations. 

The routes by which a neoplasm may 
invade the integument are direct extension, 
permeation or embolism through the lym- 
phatics, or embolism through the blood 
stream. The resulting lesion, usually a 
subcutaneous nodule, appears in the ad- 
vanced stages of carcinoma. In mammary 
carcinoma it occurs predominantly in the 
skin of the breast, or after mastectomy, as 
a recurrent lesion in the integument of the 
chest or upper arm. The nodules are usu- 
ally asymptomati¢, pink or red in color. 
They vary from a millimeter to several 
centimeters in diameter, are discrete or 
confluent and may elevate or infiltrate the 
overlying epidermis. If the nodules invade 
the epidermis, they may cause ulcerating 
or fungating tumors. On occasion, they 
may form maculopapular, pseudocystic or 
pseudovesicular epidermal lesions. If the 
subcutaneous nodules coalesce, they may 
produce.the hard, fixed, nodular surface in 
the breast integument known as cancer en 
cuirasse. 

The phenomenon variously described as 
mastitis carcinomatosa (Volkman,” Bill- 
roth?), acute breast cancer (Rodman"*), 
inflammatory carcinoma (Lee and Tannen- 


baum’) and erysipelas carcinomatosum 
(Kuettner’) is caused by cancer cells in the 
subepithelial vascular spaces secondary to 
cancer of the breast. This condition is 
characterized by the presence of a diffuse 
redness, induration and edenia of the 
breast integument in addition to the mass 
in the breast. The surface temperature of 
the involved skin may be elevated. The in- 
flammed skin area may have a definite, well 
defined, indurated border which advances 
peripherally as the disease progresses. In 
one patient observed by us there were 
patchy red areas, soft to the touch and 
indistinguishable in consistency from the 
surrounding, apparently uninvolved, skin. 
Gentle pressure on the red areas produced 
a marked blanching. A biopsy revealed 
subepithelial spaces filled with cancer cells. 

Occasionally, the carcinoma cells propa- 
gate in the subepithelial spaces in a plane 
parallel with the epidermis to produce the 
condition known as carcinoma eburnée 
(Alibert!). In a case described by Schreiner 
and Volavsek™ the skin of the lower ex- 
tremities, abdomen and thorax became 
indurated, tense and shiny. The histologic 
finding was the presence of sheets of 
extravascular carcinoma cells invading 
these subepidermal regions secondary to a 
carcinoma of the breast. 

Weber” and Van Vonno" described in- 
stances of cutaneous metastatic breast 
carcinoma in which the lesion had the 
appearance of dilated surface blood vessels. 
The histologic picture in these cases was 
that of subepithelial dilated capillaries 
engorged with cancer cells some of which 
had become necrotic. Weber suggested that 


* From the Memorial Hospital for Cancer Allied Diseases, New York, N. Y. 
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Fic. 1. Case 1. The retraction of the nipple, pig-skin appearance and hemorrhagic vesicular-like lesions are shown 
in this photograph. 


Fic. 2. Case 1. This is a lateral view showing the same features as in the previous figure. 


this phenomenon be known as carcinoma 
erysipelatodes telangiectaticum. A some- 
what different cutaneous manifestation of 
breast cancer, in which the secondary lesion 
produced the clinical impression of small, 
discrete vesicles or cysts, was reported by 
Freeman and Lynch.® The vesicles, how- 
ever, contained no fluid. Microscopic inves- 
tigation of the vesicles disclosed that they 
contained masses of adenocarcinomatous 
cells with areas of central necrosis. 

We have encountered in two patients an 
unusual type of skin manifestation second- 
ary to breast carcinoma in which the lesions 
resembled hemorrhagic vesicles. A de- 
scription of these cases follows: 


CASE REPORTS 


Case 1. M. Mc., a sixty-three year old 
white woman, observed a progressive enlarge- 
ment of the right breast and a retraction of the 
nipple about a year before she first visited the 
clinic. During this period there was an inter- 
mittent sanguineous discharge from the right 
nipple. The patient also noticed the appearance 
of ‘blood blisters” on the skin of the involved 
breast. 

Examination revealed the right breast to be 
elevated and the nipple retracted and stuck. 
In the subareola region there was a 3 by 4 cm. 
mass to which the overlying skin was attached. 
The entire skin surface of the right breast, 
extending upward to the clavicle and lateral- 


ward to the posterior axillary line, was covered 
with a vesicular and nodular eruption. The 
lesions, which varied from 0.5 to 2 mm. in 
diameter, were discrete in some areas and 
confluent in others. The smaller lesions were 
pink in color but most of them were a deep 
purple and had a hemorrhagic appearance. 
(Figs. 1 and 2.) They were firm on palpation. 

Aspiration biopsy of the breast mass was re- 
ported as carcinoma. Microscopic study of an 
excisional biopsy of a skin nodule revealed the 
lesion to consist of subepithelial spaces lined 
with endothelium and filled with blood and 
cancer cells which appeared to be adeno- 
carcinoma. (Figs. 3 and 4.) Roentgenographic 
studies of the chest were negative for evidence 
of metastasis. The patient later developed ex- 
tensive metastases to the lumbar spine and 
pelvis. 

Case R. S., a fifty-four year old white 
woman, noticed a mass in the left breast two 
months before her first visit to the clinic. The 
mass increased in size and firmness during the 
two months and in the second month she 
noticed an eruption on the skin of the involved 
breast. One week before she came to this clinic, 
the patient discovered a lump in the left side 
of her neck. 

Examination revealed the left breast to be 
elevated and one-half again as large as the 
right. The nipple was retracted and stuck flush 
with the areola surface; there was some retrac- 
tion of the areola itself. The lower half of the 
breast was edematous and had a pigskin 
appearance. There were some patches of ery- 
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Fic. 3. Case 1. This is a microphotograph of the lesions shown in 
the previous figures. Two subepithelial spaces lined with endothelium 
and filled with blood and cancer cells are seen. 

Fic. 4. Case 1. This is a higher magnification of one of the subepi- 
thelial spaces shown in the previous photograph. 


thema in this region. Over the anterior aspect 
of the breast and involving about one-third of 
the skin surface there was a large area of pinkish 
discoloration. In this location, there were 
numerous, deep purple nodules interspersed 
with some lighter purple and pink nodules. 
(Fig. 5.) In some regions, the various groups 
of nodules were confluent. They extended as 
isolated lesions as far as the left anterior 
axillary line. Beneath the pigmented area of 
the skin and attached to it was an indefinitely 
outlined mass measuring approximately 8 by 9 
cm. In the tail of the same breast, there was 
obvious dimpling of the skin beneath which 
another mass measuring 4 by 5 cm. was palpa- 
ble. This mass appeared to be continuous with a 
group of nodes extending high up into the left 
axilla. There was a hard fixed mass of nodes 


occupying the entire left supraclavicular space 
extending up the neck to the region of the 
mastoid process and anteriorly to the posterior 
border of the parotid gland. There were several 
discrete, pink nodules in the skin of the left 
supraclavicular space. 

The mass in the left axilla was aspirated and 
reported as metastatic mammary carcinoma. A 
microscopic study of an excised nodule revealed 
mammary cancer infiltrating the subcutaneous 
lymphatics. (Figs. 6 and 7.) Radiographic 
studies of the chest, lumbar spine and pelvis 
were negative for evidence of metastasis. The 
patient died of the disease five months after 
her initial visit to the clinic. 


We have been able to find three cases in 
the literature similar to the ones we are 
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reporting. Newcomb,” in 1924, described a 
case of breast carcinoma associated with 
bluish black papules and vesicles in the 
breast integument. It had the appearance 
of a melanoma. Histopathologic study of 
these papules revealed endothelial lined 
subcutaneous spaces containing cancer cells 
and blood. 

In a case reported by Nix,'! the patient 
developed in the skin of the shoulder 
numerous purplish lesions which appeared 
to be thrombosed vessels. Clinically, the 
metastatic lesion resembled a hemolym- 
phangioma. In some areas, the lesion ap- 
peared to be composed of discrete cysts but 
no fluid could be obtained by aspiration. 
Microscopic examination of this lesion re- 
vealed dilated lymphatics and capillaries 
packed with nests of cancer cells and 
thrombosed blood. 

A similar lesion was described by Nanta 
and Salvador® under the title of cutaneous 
angio-epitheliomatosis. This consisted of 
numerous, pink, red, violaceous and black 
nodules arising from the breast integument 
in a patient with mammary cancer. In 
places, the lesion appeared to consist of 
dilated blood vessels. Histologic investiga- 
tion disclosed subcutaneous capillaries con- 
taining cords of neoplastic cells and masses 
of erythrocytes. Despite the massive inva- 
sion of the capillaries, the lymphatics appar- 
ently were not involved. 
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Fic. 5. Case 11. Retraction of the nipple pig-skin 
appearance and hemorrhagic vesicular lesions are 
seen. 


COMMENT 


At times, carcinoma of the breast may 
be associated with such apparently diverse 
phenomena described as inflammatcry car- 
cinoma, carcinoma eburnée, carcinoma en 
culrasse, carcinoma erysipelatodes telan- 
giectaticum, vesicular and hemorrhagic 
vesicular lesions. All of these phenomena 
can be explained on the basis of the same 
underlying mechanism, namely, the occlu- 


Fic. 6. Case 11. In the subepithelial region a group of dilated endothelial 
lined spaces filled with masses of cancer cells may be seen. 
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7. i. is a of 
an area shown in the preceding figure. 


sion of the subepithelial vascular system 
with neoplastic cell masses. 

In the condition variously described as 
inflammatory, acute or erysipeloid breast 
cancer, there is interference with the return 
flow of lymph from the integument caused 
by cancer cells in the lymphatic channels. 
This stasis induces an inflammatory reac- 
tion in the adjacent tissues which imparts 
to the skin the characteristic red color. 

In the condition described as carcinoma 
eburnée, it appears that the cancer cells 
reach the subepidermal region by perme- 
ation through the lymph channels. The 
neoplastic cells then pass through the walls 
of the lymph vessels to propagate in the 
tissue spaces; thus, they form a continuous 
sheet of cancer cells extending beneath the 
skin in a plane parallel with it. 

The vesicular and cystic lesions probably 
result from the occlusion and consequent 
dilatation of the superficial lymphatics by 
large masses of tumor cells. The cancer 
cells in the center of the cluster undergo 
necrosis because of their distance from the 
surrounding sources of nutrition. This cen- 
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tral necrosis produces the semblance of a 
cyst or vesicle. 

The telangiectatic and hemorrhagic le- 
sions are probably the result of a mecha- 
nism similar to that just described except 
that the venous capillaries, instead of the 
lymphatics, are involved. Masses of cancer 
cells obstruct the capillary return flow. 
The trapped erythrocytes produce dilata- 
tion of the blood channels, with the re- 
sultant formation of hemorrhagic vesicles 
containing cancer cells, or an area of tel- 
angiectasis in which the dilated vessels are 
engorged with cancer and red blood cells. 
This would explain the gross and micro- 
scopic pictures in our first case. In the 
second case only dilated endothelial lined 
spaces containing cancer cells were seen on 
histologic examination. The absence of 
blood leads one to the conclusion that these 
are lymphatic channels. Undoubtedly, both 
lymphatic and venous capillaries were in- 
volved in this case but the biopsy was 
probably taken from a non-pigmented or 
lymphatic lesion. 

The various cutaneous manifestations 
just described are apparently the result of 
metastasis from an associated breast carci- 
noma. We concur with the opinion of Daw- 
son and Shaw‘ that there seems to be little 
justification for considering these various 
phenomena associated with mammary car- 
cinoma as distinct pathologic entities. 
Fischer® has proposed the term subepider- 
moid breast carcinoma’ to describe this 
group of cases. We suggest that this group 
of metastatic phenomena be known by an 
appelation which acknowledges their com- 
mon etiology, namely, as metastatic cu- 
taneous manifestations of breast carcinoma. 


SUMMARY AND CONCLUSIONS 


1. The phenomenon of cutaneous me- 
tastatis secondary to breast cancer has 
been briefly described. 

2. A number of unusual examples of this 
manifestation have been collected from the 
literature. 

3. Two cases exhibiting hemorrhagic 
vesicular-like lesions are reported. 
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4. Atheory is proposed to account for the 
various cutaneous manifestations discussed. 

5. It is suggested that these apparently 
diverse skin phenomena be grouped under 
the generic title of metastatic cutaneous 
manifestations of breast carcinoma. 
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Pain in the chest may be due to metastasis in the pleura from carcinoma 
of the uterus, breast, or other organs, pleural effusion or hemothorax may 
be due to metastasis in the pleura or mediastinum 

From “Metastases Medical and Surgical” by Malford W. Thewlis 


(Charlotte Medical Press). 
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SPONTANEOUS AMPUTATION OF THE FALLOPIAN TUBE 
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ORSION of the fallopian tube has 

come to be recognized as a definite 

disease entity. Apparently Bland Sut- 
ton” reported the first surgical case of 
torsion of the fallopian tube in 1890. Ans- 
pach,” in 1912, collected data on more than 
eighty cases of torsion of the fallopian tube, 
the majority of which were associated with 
an enlargement of the tube. Since then, 
rarely a year has passed in which additional 
cases of torsion of the fallopian tube have 
not been reported in the literature. In the 
majority of cases, there have been asso- 
ciated pelvic pathologic findings. 

Blum and Sayre‘ stated that Stark in 
1911 reported the first case of torsion of the 
normal adnexa in a virgin. Blum and 
Sayre listed nineteen cases, reported be- 
tween 1913 and 1937, as being cases repre- 
senting torsion of the undiseased fallopian 
tube in virgins and gave a résumé of data 
on these cases. They referred to additional 
cases reported by Stark in 1911, Norris in 
1911, Cassidy and Norbury in 1g11 and 
one other by Auvray in ig12 thus making 
a total of twenty-three cases which they 
accepted as being torsion of the normal 
tube. 

There is a discrepancy among various 
authors reviewing this subject as to the 
total number of cases of normal tubes that 
have undergone torsion. This is a result of 
variation in interpretation among authors 
as to what the pathologic status of the tube 
was initially, for, as is readily recognized, 
torsion produces pathologic changes in the 
tube and it is difficult te establish the true 
state of the fallopian tube before torsion 
occurred. Regardless of the lack of agree- 
ment, one is forced to the conclusion that 
torsion of a normal tube has come to be 
recognized as a definite entity and that it 
has been observed by a number of writers 
since 1911 when it was first reported. 


The most discussed aspect of the cases 


of torsion or amputation of the adnexa has 


been the mechanism of formation of the 
lesion. This problem has been debated back 
and forth since as long ago as 1860 when 
von Rokitansky® stated that torsion of the 
adnexa could be attributed to the presence 
of an ovarian enlargement, to constriction 
of the tube by pseudomembranes that 
result from intrauterine or extra-uterine 
inflammation or to strangulation of the 
tubes and ovaries by axial rotation. Other 
explanations that have been advanced 
have been reviewed by Blum and Sayre‘ 
and also by Thorek.'! They mentioned the 
hemodynamic hypothesis of Payr based on 
the fact that veins of the mesosalpinx are 
lenger and more flexible than the arteries 
thus predisposing to torsion in cases of 
venous congestion of the mesosalpinx. They 
noted Sellheim’s hypothesis that sudden 
stoppage of certain movements of the in- 
ternal organs may induce axial tersion. 
They mentioned the likelihood of an 
abnormally mobile mesosalpinx contribut- 
ing toward torsion especially if associated 
with other congenital abnormalities. This 
is called the anatomic hypothesis. They 
noted the possibility of vulvovaginitis in 
childhood associated with secondary pelvic 
inflammatory reactions being another etio- 
logic factor. Other etiologic factors were 
mentioned as being ovarian cysts, pelvic 
inflammatory disease and enlargements of 
the tube. 

Thorek stated that torsion occurs three 
times more frequently on the right than on 
the left side. He stated that Gabe believed 
this may be explained because of the 
presence of the sigmoid on the left side. 

In 1943, Barrett and Lash* reported a 
case of spontaneous amputation of the left, 
normal fallopian tube accompanied by a 
right ovarian cyst in a forty year old pa- 
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tient. They referred to Ogérek’s®’ two 
cases in which there were associated pelvic 
pathologic changes. Ogdérek® reviewed the 
literature up to 1914; in 1900, Ries® re- 
ported a thirty-two year old woman who 
had a normal full term pregnancy and 
delivery as well as having had two mis- 
carriages. He found the stumps of both 
tubes and a hematosalpinx in the ampu- 
tated portion of the right tube but he was 
unable to identify the remaining portion of 
the detached left tube. This operation was 
conducted vaginally. In 1900, Noble’ 
reported a spontaneous amputation of the 
right tube and ovary with parasitic at- 
tachment of the ovarian segment to the 
mesentery in a forty year old Negro 
woman. A cyst the size of a coconut was 
removed from the left side of the pelvis. 
This was reported to have been a cystoma. 
Barrett and Lash mentioned that cases of 
spontaneous amputation of the tube had 
been reported by Kaufmann, Kadygrobow 
and Pulvirenti. 

The only additional case that we have 
been able to discover in the literature is 
that of Anderson! who reported a case in 
which the patient was a twelve year old 
child who was found to have a detached 
segment of the left tube, the size of a small 
grapefruit, which was filled with hemor- 
rhagic contents. The proximal stump was 
1.5 cm. in length and was sealed over. 

We wish to report two cases in which 
spontaneous amputation of the left fal- 
lopian tube occurred. 


CASE REPORTS 


Case 1. The patient was a twenty-eight 
year old unmarried woman, admitted to the 
Mayo Clinic on January 11, 1946. She com- 
plained of recurrent attacks of pain in the left 
lower quadrant of the abdomen that had been 
occurring over a period of the preceding four 
years. Four years before her admission, she had 
experienced a sudden onset of severe pain in the 
left lower quadrant which persisted for forty- 
eight hours. This pain gradually subsided but 
left a residual tenderness that was made more 
noticeable by walking. The following four 
months she experienced an attack of severe 
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pain in the left lower quadrant weekly, lasting 
from four to five hours. At the end of four 
months an unusually severe attack confined 
her to bed five days and opiates were required 
to give her relief from the pain. At no time did 
an elevation of temperature develop. The . 
frequency of the attacks of pain had subsided 
during the two years prior to her admission and 
she had experienced an attack but once a 
month which confined her to bed twenty-four 
to thirty-six hours. These attacks were in no 
way associated with the menstrual cycle. At 
times she would be awakened in the middle of 
the night with an onset of acute pain. During 
these two years the menstrual flow had in- 
creased from five to ten days in duration and 
she noted an increase of the daily menstrual 
flow. There was no dysmenorrhea and there 
was no history of a vaginal discharge. She had 
very definitely observed that vigorous physical 
activity, such as running and heavy lifting, 
would precipitate and attack of pain. She gave 
a history of having had pertussis and mumps as 
a child. She had not experienced any other ill- 
ness. Menstrual periods began at the age of 
fifteen years; they were regular, occurring every 
twenty-eight days, and were of the normal type. 

The patient was 65 inches (165 cm.) tall and 
weighed 125 pounds (56.7 Kg.). The pulse rate 
was 92 and the temperature was 98.6°r. The 
systolic blood pressure was 142 and the diastolic 
90 mm. of mercury. A physical examination 
revealed the patient to be a normal nullipara. 
The pelvic examination revealed a small cystic 
mass in the region of the left ovary which was 
slightly tender to palpation. Urinalysis for 
albumin, sugar, bacteria and microscopic cellu- 
lar structures was reported as negative. The 
concentration of hemoglobin was 14.0 Gm. per 
100 cc. of blood. Leukocytes numbered 6,800 
per cu. mm. of blood. The Kline test for 
syphilis gave negative results. A roentgenogram 
of the thorax was negative. The sedimentation 
rate was reported to be 8 mm. per hour (Wester- 
gren). In view of the attacks of pain and the 
cystic enlargement in the left adnexa, it 
was thought advisable to conduct abdominal 
exploration. 

Abdominal exploration was carried out on 
January 17, 1946, through a low midline in- 
cision while the patient was under nitrous 
oxide, oxygen, carbon dioxide and ether anes- 
thesia. The uterus, the right tube and ovary 
and the left ovary were normal to examination 
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Fic. 1. The condition found at operation: amputated left fallopian tube and associated hydro- 


salpinx of distal segment. 


except for two uterine fibromyomas I cm. and 
0.5 cm. in diameter which were removed by 
myomectomy. The left fallopian tube had 
undergone spontaneous amputation and was 
found to be in two portions. (Fig. 1.) There was 
one complete twist of the pedicle of the distal 
half of the left tube. This segment was found to 
have the fimbriated end sealed over and a hy- 
drosalpinx 7.5 by 2 by 1.5 cm. had formed. This 


segment of tube was removed. The left ovary . 


was not involved in any manner. There ap- 
peared to be a band of adhesions that had ex- 
tended across the left side of the pelvis in the 
region of the amputation. This remained as a 
thickened peritoneal fold. The proximal half of 
the fallopian tube had sealed over. We at- 
‘tempted a plastic procedure on the sealed end 
of this segment of tube by bringing mucous 
membrane over the muscularis layer. We then 
inserted a piece of chromic catgut through the 
lumen of the tube into the uterine cavity with 
the hope that this would prevent the new 
ostium of the tube from sealing over. The ap- 
pendix was removed secondarily and the stump 
inverted. The abdomen was closed with a layer 
of single continuous chromic catgut No. 1 in the 
pertioneum and a layer of double continuous 
chromic catgut in the fascia. 

The pathologist reported a hypertrophic 
endometrium. The appendix showed chronic 
catarrhal appendicitis. 

The patient was dismissed from the hospital 
on the thirteenth postoperative day and was 
allowed to return to her home the twenty-fifth 
postoperative day with the incision well healed. 

Case ur. The patient was a twenty-one year 


old unmarried woman, admitted to the clinic 
March 4, 1922. She complained of severe recur- 
rent attacks of pain in the right lower quadrant 
of the abdomen that had occurred over a period 
of twelve months prior to her admission. On 
three occasions the pain was so severe that the 
patient collapsed. During the two weeks prior 
to her admission the pain in the right lower 
quadrant had recurred and had gradually in- 
creased in intensity. She was able to obtain 
slight relief by flexing the right thigh on the 
abdomen. She had noted a marked yellow 
leukorrhea for a period of one year. She gave a 
history of having had scarlet fever at the age of 
four years and influenza in 1918. There were no 
other previous illnesses. Her menstrual periods 
began at the age of twelve years; they were 
always irregular, every two to three weeks, and 
Jasted for six or seven days. 

The patient weighed 127 pounds (57.6 Kg.), 
her pulse rate was 110 and her temperature 
98.6°r. The systolic blood pressure was 118 and 
the diastolic 82 mm. of mercury. Her physical 
examination, other than that related to the 
abdomen and pelvis, did not give remarkable 


results. The right lower quadrant of the ab-. 
domen was markedly tender and definitely: 


rigid. Pelvic examination revealed a very tender 
mass in the region of the right adnexa. A 
roentgenogram of the thorax was negative, the 
leukocytes numbered 10,300 per cu. mm. of 
blood and the Wassermann reaction was 
negative. 

On March 9, 1922, Dr. C. H. Mayo explored 
the abdomen through a low midline incision 
while the patient was under ether anesthesia. 
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He stated that the uterus was slightly enlarged 
and fixed to the right side of the pelvis. There 
were many adhesions between the sigmoid and 
the left ovary. The left fallopian tube had 
undergone spontaneous amputation and the 
proximal portion of the tube had sealed over 
forming a blind stump. The fimbriated end was 
free and open and measured 1 }4 inches (3.8cm.) 
long. There was no evidence of infection of the 
tube. The right tube was dilated and showed 
chronic salpingitis and the fimbriated end was 
sealed over. The right tube and the appendix 
were removed. The pathologist reported the 
right tube to show evidence of chronic salpin- 
gitis. The appendix showed chronic appendicitis 
with obliteration of the tip. The patient was 
dismissed from the hospital the twelfth post- 
operative day with the incision well healed. 


COMMENT 


Spontaneous amputation of the fallopian 
tube may be the result of any one of several 
etiologic factors. It appears probable that 
torsion of a segment of a fallopian tube on 
an unusually long mesosalpinx could fre- 
quently be considered an etiologic factor 
particularly when associated with adnexal 
pathologic changes and segmental enlarge- 
ment of the tube. Old inflammatory peri- 
toneal bands that have formed as a result 
of previous vulvovaginitis, a ruptured 
appendix or other types of pelvic peritoni- 
tis may be the factor involved in another 
group of cases. 

It is difficult to attempt a reconstruction 
of the exact pathologic processes involved 
in the two cases presented. In the first case 


there was hydrosalpinx of the amputated — 


segment. In addition, there was a complete 
twist of the pedicle of the mesosalpinx 
associated with a peritoneal band at the 
site of the amputation. Inasmuch as there 
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was no evidence of additional pelvic dis- 
ease, we are inclined to explain the ampu- 
tation on a basis of torsion. Whether the 


-hydrosalpinx was primary or secondary is 


a question that must remain unanswered 
in this case. The second case is an example 
of amputation of a tube that appeared nor- 
mal in all respects. The fimbriated end of 
the amputated segment had remained 
open; however, there was extensive evi- 
dence of pelvic inflammatory disease in the 
other-adnexal structures. An inflammatory 
band of adhesions may have been the 
etiologic factor in this case. 

Cases of spontaneous amputation of the 
fallopian tube are gynecologic curiosities 
and are so unusual that the reporting of 
these two cases appears justifiable. 
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HIS type of tumor may also be de- 
scribed as seminoma or embryonal 
carcinoma with lymphoid stroma. It 

is a malignant, radio sensitive, cellular 
tumor, occurring at rather early ages, 
lacking hormonal effects, is composed of 
large polyhedral cells of embryonal type 
and lies in a loose stroma containing many 
lymphocytes. The structure and clinical 
features are probably the most characteris- 
tic of any ovarian neoplasm. Pseudo- 
hermaphrodism, true hermophrodism, pri- 
mary amenorrhea, infantile uterus, ovarian 
hypoplasia or hirsutism may coexist with 
this type of tumor. This tumor may also 
be associated with teratoma or chorioma 
of the ovary. 

A few small tumors have been discovered 
but the growth is usually rapid and attains 
considerable or large dimensions before 
detection. The early tumors are encapsu- 
lated and offer a good prognosis; others 
have infiltrated the capsule and invaded 
tubes and pelvic peritoneum and in some 
the disease is widely spread through the 
pelvis, abdominal lymph nodes, liver, lungs 
‘and other organs. The prognosis varies 
with the extent but most of the unilateral 
encapsulated growths have failed to recur 


after operation. The gross section exhibits _ 


a solid gray surface often marked by areas 
of hemorrhage and necrosis. 

The structure is very characteristic per- 
mitting a positive diagnosis in nearly all 
cases, an advantage enjoyed by few ovarian 
tumors. The cells are large, round or 
polyhedral, granular with large vesicular 
nuclei lying in strema which is generally 
infiltrated with lymphocytes, or the cells 
are clear, polyhedral lying in large alveoli 
with stroma containing few lymphocytes or 
hyaline. Occasionally areas of degeneration 
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containing giant cells and suggesting tuber- 
culosis have been found. 

The treatment of dysgerminoma has gen- 
erally been surgical and with unilateral, 
encapsulated tumors the prognosis is good. 
In all other cases, which constitute the 
majority, surgery is ineffective. The struc- 
ture is essentially radio sensitive and 
should respond in the ovarian tumors as it 
does in the testicular growths for which 
radiation has largely replaced surgery. 

The origin of the seminoma has been 
assigned by Meyer to cells derived from the 
primitive gonad at a very early period and 
before sex characteristics have been im- 
parted to them by the true sex cells. This 
assumption is demanded by the absence of 
sex properties and hormonal effects and by 
the occurrence of similar tumors in the 
testes. 


CASE REPORT 


On August 14, 1946, a white female of Syrian 
extraction, aged twenty-seven years, referred 
by Joseph Ganim, m.p., was admitted to the 
hospital complaining of abdominal distention, 
pulling sensation in both flanks, backache and 
pain radiating to both shoulders. The onset of 
symptoms began July 28, 1946, and all had 
increased gradually in intensity. The patient 
had been married two days prior to onset of 
symptoms. There was no disturbance in diges- 
tion. She was moderately constipated but this 
symptom was a chronic condition. There were 
no symptoms referrable to the urinary tract. 
The patient began to menstruate at thirteen 
years. Her periods were regular, occurring every 
thirty days and lasting four days. The flow was 
moderate and without clots. Moderate cramps 
occurred for four or five hours at the onset of 
flow. There was no history of vaginal discharge. 
The patient had the usual childhood diseases 
and had always enjoyed rather good health. 

The patient was one of eight children (two 


* From the Department of Surgery, DeCourcy Clinic, Cincinnati, Ohio. 
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boys and six girls), all living and well. Her 
father had died at fifty-one years of cerebral 
hemorrhage; the mother, forty-nine years, was 
living and well. 

On physical examination the patient was 
found to be a well nourished and well developed, 
slightly obese, white female, with physical find- 
ings confined entirely to the abdomen. The 
latter was uniformly enlarged. The umbilicus 
was concave. The superficial veins were slightly 
prominent. No operative scars were present. 
Dullness was obtained in both flanks. No 
definite fluid wave could be ascertained. On 
pelvic examination the cul-de-sac was distended 
and bulging uniformly. A tumor mass could be 
palpated on bimanual examination. This mass 
seemed to be attached to the right adnexa. 

On admission the temperature was 98°F., 
pulse 108, respirations 20, and blood pres- 
sure 120/90. 

The following laboratory data were reported: 
Urine, color, cloudy straw; reaction, alkaline; 
specific gravity, 1.020; negative for albumin, 
sugar, acetone and diacetic acid. The micro- 
scopic showed that the urine was packed with 
amorphous phosphates. Blood count: red blood 
cells, 5,070,000; white blood cells, 7,150; hemo- 
globin, 100 per cent; hemogram, 100 cc., 14.5; 
polymorphonuclears, 58 per cent; lymphocytes, 
27 per cent; large monocytes, 10 per cent; 
eosinophils, 5 per cent; stabs, 18 per cent; shift, 
31 per cent. The Freidman and Kahn tests 
were negative. On a flat x-ray plate of the 
abdomen the left kidney and left psoas shadow 
were visualized. The right kidney and right 
psoas shadow were not visualized. The bladder 
was seen and there was no calculus. There was 
a suggestion of fluid in the abdomen. 

On August 21, 1946, an exploratory lapar- 
otomy was performed through a mid-line supra- 
pubic incision. On opening the abdomen, 
approximately 10 liters of serosanguineous fluid 
was aspirated. The pelvic viscera were examined 
and a tumor replacing the right ovary was 
found. This tumor was encapsulated and meas- 
ured 16 cm. in diameter. There were several 
rents in the capsule which accounted for the 
ascitic fluid. The mass had a white appearance 
and was spongy in character. It was adherent 
to the left tube and ovary as a result of inflam- 
matory reaction. The right tube and ovary 
were removed. The uterus, left tube and ovary 
were normal in appearance and were left in situ. 
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There were several small masses attached to 
the pelvic peritoneum and were considered 
transplants. These were also removed by simple 
excision. 

The patient had an uneventful postoperative 
course and was permitted out of bed -on the 
tenth day, at which time deep x-ray therapy 
was instituted. The patient will receive during 
a six- to eight-week period, 4,000 r to the 
abdomen with equal distribution to anterior 
and posterior surfaces. The x-ray therapy is 
given to two fields on the anterior surface and 
two fields on the posterior surface. The fields 
measure 10 by 20 cm. The distance is 80 cm. 
and 200 KV are used. The filtration is through 
1 mm. of aluminum and 1 mm. of copper. 

The pathologic report is as follows: Macro- 
scopic: The ovarian tumor and fallopian tube 
weighed g10 Gm. The fallopian tube measured 
12 cm. by 5 mm. and was not remarkable. The 
cyst measured 16 cm. in diameter and contained 
a soft, white, spongy tissue. One area 5 mm. in 
diameter was entirely cystic and contained a 
clear amber fluid. Microscopic: The fallopian 
tube showed no significant lesions other than 
adhesions. The ovarian sections showed a solid 
tumor of ovary with abundant blood supply 
and occasional small areas of necrosis. The 
entire mass was composed of small ovoid and 
spherical cells of uniform diameter supported 
by a connective tissue framework in which there 
were numerous aggregations of very small cells 
resembling lymphocytes. Mitoses were not 
infrequent. There was more evidence of growth 
than is usually present in this type of neoplasm. 
The dual cell type and other characteristics are 
typical of dysgerminoma of ovary. 

Diagnosis: Dysgerminoma. 

The patient was discharged from the hospital 
on September 11, 1946, and continued x-ray 
therapy on an out-patient basis. * 


SUMMARY 


A case of dysgerminoma of the right 
ovary is reported in a twenty-seven year 
old white female, who had been in good 
health until two weeks before entry into 
the hospital, with the symptoms of ab- 
dominal distention, pulling sensation in 
both flanks, backache and pain radiating to 
both shoulders. 
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CESAREAN SECTION SEVEN YEARS AFTER 
HEMIHYSTERECTOMY IN A BICORNATE UTERUS* 


Ws. P. SmitH, 
Columbus, Obio 


MBRYOLOGICALLY, in the female 
the Miillerian ducts become con- 
verted into tubes, uterus and vagina 

below. At the abdominal ostium of the 
tube, projections develop at an early period 
and form the fimbriae. If there is failure in 
the development in a normal manner of the 
parts just described. it will lead to various 
abnormalities in the organs of reproduction. 
There may be aplasia resulting in absence 
of tubes, uterus or vagina or there may be 
inhibition in their proper development re- 
sulting in the various types of malformed 
uteri. 

Since there are numerous classifications, 
we will mention the Kaufman modification 
types. He describes the didelphys or double 
uteri in which there are two separate tubes, 
uteri, cervices and a double vagina. These 
cases are rarely encountered. The uterus 
duplex bicornis has the uteri joined ex- 
ternally but there are two distinct uterine 
cavities. (Fig. 1.) The two cervices are also 
joined while the vagina may be double or 
possess only a septum in the upper portion 
of the vagina. 

The uterus septum shows evidence of 
deformity by a depression in the fundus; 
the septum in the uterus may be complete 
or incomplete. The uterus cordiformis or 
arcuratus is heart-shaped and the cleft in 
the upper portion should remind us of a 
possible intrauterine septum. 

The uterus bicornis unicollis (Figs. 2 
and 3) develops when fusion is only com- 
plete to a point above the cervix. The 
uterus is usually widely bicornuate with 
one cervix and one vagina. 

Occasionally, we find that one uterine 
cavity alone communicates with the cer- 
vical canal. This condition may not mani- 


fest itself at the age of puberty when 
menstruation is established because men- 
strual periods may be normal. However, 
in a period of months the patient will 
develop pelvic distress due to a hemato- 
metria forming in the uterus with the 
atresia of the cervical canal. The uterus will 
enlarge and a pelvic tumor will be formed. 
Because of a large pelvic tumor, a diagnosis 
of ovarian cyst was made in the first of the 
two cases that we have encountered. This 
diagnosis proved incorrect. The patient 
had a normal vagina and an apparently 
normal cervix. When the abdomen was 
opened we found a large tumor which con- 
sisted of the right half of a bicornuate 
uterus with hematometria and a large 
irregular tube filled with menstrum or a 
hematosalpinx. In this case a total hyster- 
ectomy and bilateral salpingectomy was 
performed. The patient made a normal 
recovery. 

In the case that we wish to present in 
detail it is important to note that a previ- 
ous drainage had been established through 
the rectum and into the left uterine cavity. 
This was followed by a severe infection 
with pelvic peritonitis. In searching the 
literature we were unable to find a case in 
which a hemihysterectomy had been per- 
formed in a uterus bicornis unicollis such 
as we wish to present. (Fig. 4.) We are 
reporting the following case because it is 
unique and it adds another indication to 
the regular list for cesarean section: 


CASE REPORT 


Mrs. C. first came under our observation on 
January 11, 1935, at which time I saw her in 
consultation with a rectal specialist. The pa- 
tient was a female, thirteen years of age. She 


* From the Department of Gynecology and Obstetrics, White Cross Hospital, Columbus, Ohio. 
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Fic. 1. Uterus duplex bicornis, double uterus; two uterine cavities communicating with vagina via two 
cervical canals; found in hare, squirrel and beaver. 

Fic. 2. Uterus bicornis unicollis; drawing shows one uterine cavity communicating with vagina; atresia of 
left side with no cervical communication; the normal uterus bicornis unicollis is found in the dog, sheep, 


goat and hyena. 


gave a history of having had the usual diseases 
of childhood but no severe illnesses and no 
injuries. The onset of her menstruation at the 
age of twelve years was unusual. It began in 
September, 1934, and she had only two periods 
up until we first saw her on January 27, 1935. 
She stated that in November, 1934, she had 
difficulty of some kind with her bowels. Consti- 
pation was marked and she suffered pain in the 
rectum when her bowels moved. She apparently 
improved the bowel condition by using large 
doses of laxatives. However, on January 9, 
1935, the rectal trouble returned and the pain 
in the rectum became continuous and severe. 
Her family physician gave her medical care and 
when she failed to improve, he sent her to 
White Cross Hospital where she was examined 
by a rectal specialist. At that time an exami- 
nation revealed a temperature of 103°F., a pulse 
of 120 and respiration rate of 28 per minute. 


Fic. 3. Uterus bicornis unicollis; same as Figure 2 
‘ after puberty, with accumulation of menstrum- 
hematometria. 


The erythrocytes were 4,900,000, hemoglobin 
95 per cent and the leukocyte count was 16,500 
with polymorphonuclears 91 per cent. 

The only important finding, as noted by the 
rectal surgeon, was a large tender mass in the 
anterior wall of the rectum which was ex- 
tremely tender to digital examination. Diag- 
nosis of a rectal abscess was made and the 
patient was taken to surgery. I was called in 
consultation and upon arrival at the operating 
table, the rectal surgeon informed me that 
the patient had a rectal abscess which he 
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Fic. 4. This shows the remaining right half of the 
bicornate uterus unicollis after a hemi-hyster- 
ectomy had been performed. It was from this 
remaining uterine body that a fetus was delivered 
by cesarean section. 
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wished to incise for drainage and that it would 
be unnecessary for me to make an examination. 
He inserted the point of a scissors into the 
bulging mass which was followed by a gush of 
dark brownish menstrual fluid. It was a 
coincidence that we had another patient in the 
hospital at this same time that had a uterus 
bicornis unicollis with an atresia of the right 
cervix resulting in a hematometria, hemato- 
salpinx and hematoperitoneum. A panhyster- 
ectomy had been performed on this patient 
and my recent observation of the menstrum 
associated with her abnormality led us to a 
proper diagnosis, in this case, in the operating 
room. After noting the fluid gushing from the 
patient’s rectum, we made the diagnosis. The 
rectal surgeon recognizing the condition pres- 
ent, asked me to assume further care of the 
patient. The incisional area became infected 
and the patient was given supportive treat- 
ment until January 23rd, when she was per- 
mitted to return to her home in order to 
improve her condition in preparation for 
abdominal surgery. The patient left the hos- 
pital on January 23, 1935. The elevation of 
temperature was persistent during her hospital 
stay and it continued until she was readmitted 
on January 27, 1935, at which time it was 
102°F. and the pulse ranged from 100 to 120 per 
minute. Her erythrocyte count at this time 
was 3,500,000 and hemoglobin 80 per cent. The 
leukocyte count was 9,250 with 48 per cent 
neutrophiles, 50 per cent lymphocytes and 2 
per cent eosinophiles. The urinalysis showed 
140 mg. of albumin, leukocytes, erythrocytes 
and hyalin casts. 

The patient was prepared for surgery and an 
operation was performed for a double uterus 
with occlusion of the left side, resulting in 
hematometria. Under nitrous oxide-ether anes- 
thesia, we proceeded with the operation making 
a paramedian incision. The left half of the 
uterus with tube and ovary was removed. 
Drainage was established through the vagina 
and also through the abdominal incision. 
Loaded penrose drains were used. The abdom- 
inal incision was then closed. 

The operative findings were as follows: 
“Upon opening the abdominal cavity we found 
a large mass filling the pelvic cavity. This con- 
sisted of a uterus bicornis unicollis. The left 
side comprising most of the mass was swollen, 
inflamatory and covered by a grayish plastic 
exudate. It was dark in color upon section and 
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the cavity had a moderate amount of purulent 
material with a marked colon odor. The tube 
and ovary were congested, otherwise not 
unusual.” 

Dr. Scott reported the pathologic laboratory 
findings as follows: ‘‘The specimen consists 
of what apparently is a portion of a uterus; the 
entire specimen measuring 5 by 4 by 314 cm. 
The specimen has been opened before reaching 
the laboratory and upon further opening the 
portion corresponding to the endometrial cav- 
ity, we find it filled with coagulated hemor- 
rhagic material originating on a basal layer of 
thin tissue which is not grossly characteristic. 
Beneath this layer the tissue is characteristic- 
ally myometrial in type and measures 8 by 10 
mm. in thickness. 

“Microscopic sections from the specimen 
show it to be uterine muscle which is somewhat 
edematous but otherwise not noteworthy. The 
surface corresponding to the endometrial side 
is superficially covered with hemorrhagic mate- 
rial, but there is no evidence of endometrium. 

‘Diagnosis: Accessory uterus.” 

Following the operation the patient appar- 
ently made an uneventful recovery. She left 
the hospital on February 16, 1935. Her men- 
strual cycle became established and her periods 
were regular, every twenty-eight days. Her 
health improved and she seemed quite well 
until January, 1942, when she developed an 
abscess in the left vault of the vagina. She 
entered the hospital on January 13, 1942. On 
January 15, 1942, we opened the vaginal ab- 
scess and established drainage. The area healed 
in about three weeks and her health was again 
normal. 

The patient came to my office on June 2, 
1942, and told me she had not menstruated for 
about three months. Pelvic examination re- 
vealed an enlarged uterus with softening of the 
cervix. The Aschheim-Zondek test was positive. 
Because of her previous pelvic operation she 
insisted on having an abortion performed be- 
cause she was afraid of uterine rupture. With - 
some difficulty, we persuaded her to continue 
with the pregnancy until the fetus would be 
viable; then the process might be terminated 
by cesarean section. To this she assented. Again 
Mrs. C. was admitted to White Cross Hospital 
on November 11, 1942. After consulting with 
Dr. W. D. Inglis, Chief of the Obstetrical Staff, 
a cesarean operation was performed on Novem- 
ber 14, 1942. 
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A right paramedian incision was made and 
two abdominal sponges were placed around the 
uterus. The uterus was opened and a male child 
weighing four and one-half pounds was de- 
livered. The placenta was removed and the 
uterine cavity was swabbed with iodine. The 
uterine wall was closed with two continuous 
sutures of No. 1 chromic catgut. Sulfathiazole 
(10 Gm.) was dusted over the uterine incision. 
The right tube was side-stepped for steriliza- 
tion purposes and the abdomen was closed. The 
patient made an uneventful recovery and the 
baby was normal in all respects with the excep- 
tion of being rather underweight. With careful 
nursing and incubator care, the child developed 
in a normal manner. The child is now nearly 
5 years of age and is normal physically and 
mentally. The mother is in excellent health. 


The pregnancy and cesarean section fol- 
lowed after a hemihysterectomy had been 
performed. Because of the operation, the 
remaining uterus was abnormal due to the 
fact that the wall on the left side was thin 
at the point where the left uterus was 
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excised from it. At operation the thinness 
of the left side of the uterus was definitely 
noted. This patient was not permitted to 
go into labor because of the danger of 
rupturing the uterus. 

On account of the severe infection and 
the poor surgical risk, we did not perform 
a panhysterectomy but removed only the 
left half of the uterus. 

The size of the fetus at birth, which was 
four and one-half pounds, was obviously 
due to the lack of circulation to the uterus 
and placenta. She had only one uterine 
artery to supply the remaining uterus and 
fetus. Investigation of double uterus has 
shown that there is usually an associated 
widening of the pelvis. However, in this 
case the patient was normal, weighing 120 
pounds and the pelvic measurments are 
normal. 

We advised against pregnancy, but as 
usual the patient became pregnant soon 
after marriage. 
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HYPERPARATHYROIDISM AND PREGNANCY* 


Captain DonaAtp W. Petit AND Lizut. Cot. LEE CLARK 


Medical Corps, Army of the United States 


well known metabolic disturbance 

whose various manifestations have 
been adequately described in numerous 
reviews.'?* The occurrence of this disease 
during pregnancy, however, has been re- 
ported but rarely. Spingarn and Geist‘ have 
described one case and have, in addition, 
collected six other cases in which the occur- 
rence of hyperparathyroidism and preg- 
nancy may have been concurrent. 

The patient of Spingarn and Geist was a 
twenty-nine year old woman who, at the 
time of her pregnancy, had had a well 
authenticated history of hyperparathyroid- 
ism for the preceding ten years. During this 
time, she had undergone one fruitless 
exploration of her neck and had suffered 
from numerous spontaneous fractures and 
renal calculi. At the time of her pregnancy 
she was described as “thin” and “chroni- 
cally ill.”” The authors stated that a second 
exploration of her neck was considered in- 
advisable owing to the possibility of pre- 
cipitating a severe tetany with resultant 
danger to both mother and fetus. Because 
of her poor general condition, it was con- 
sidered necessary to terminate her preg- 
nancy at the fourth month. The fetus was 
autopsied and was found to have normally 
developing osseous centers, bone structure 
and fetal parathyroids. 

Two of the other cases reported by Spin- 
garn and Geist are worthy of comment. 
One® was a thirty-two year old Italian 
woman who survived her tenth, eleventh 
and twelfth pregnancies while practically 
bedridden with hyperparathyroidism. The 
eleventh infant was stillborn but the tenth 
and twelfth were normal in spite of exten- 
sive, incapacitating skeletal changes in the 
mother. No data were given concerning 


abnormalities of calcium metabolism in 
either of the surviving infants. 

A second case® involved the occurrence 
of tetany in a five months old infant whose 
mother was found to have hyperpara- 
thyroidism. It was stated that the mother’s 
hyperparathyroidism had hampered the 
development of the fetal parathyroids. The 
infant’s hypocalcemia resisted the action of 
vitamin D and calcium by mouth. In most 
respects, the baby described resembled 
other reported cases of tetany of the new- 
born’ in which resistance to the action of 
vitamin D has been noted. 

The case history detailed below is 
thought to be unique in that it reports the 
successful surgical treatment of hyperpara- 
thyroidism in a pregnant woman with 
subsequent delivery of an apparently nor- 
mal infant. 


CASE REPORT* 


Case No. 34455. A twenty-three year old 
nullipara entered the hospital on May 9, 1945, 
complaining of the recent enlargement of a 
mass that had been present on her chin for the 
past five and one-half months. This mass had 
been noticed first as a small, non-painful, hard 
lump, which had remained stationary in size 
until one month before her present admission, 
at which time it enlarged rapidly and painlessly. 

Her past history revealed that she had been 
aware of a small lump in her neck for the past 
four years and had at one time taken “iodine 
drops” because of this lump. There were no 
other relevant data other than the fact that her 
last menstrual period was in December, 1944. 

The patient appeared alert and in good 
health. The blood pressure was 126 mm. mer- 
cury systolic and 76 mm. mercury diastolic. 
There was a hard, non-tender, bulbous swelling 


* The authors wish to express their appreciation to 
Majors John S. Bagwell, Ridings E. Lee and Captain 
L. P. Matthei, MC, AUS who saw this patient. 


* From the Departments of Medicine and Surgery, AAF School of Aviation Medicine, Randolph Field, Texas. 
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at the point of her chin. (Fig. 1.) Along the left 
anterior side of the neck above the suprasternal 
notch was a firm nodule about 2.5 cm. by 2.5 
cm. that moved with swallowing. There was a 
firm, smooth, rounded mass in the lower central 
abdomen; pelvic examination revealed changes 
compatible with a gestation of five months’ 
duration. There was no other physical findings 
of importance. 

The red blood count was 4,280,000; the white 
blood count 10,700 cells per c. mm. with 74 per 
cent polymorphonuclear leukocytes and 26 per 
cent lymphocytes. A Kahn blood test was nega- 
tive. The urine contained a trace of protein. 
Repeated examinations failed to detect Bence- 
Jones protein. 

The serum calcium was 19 mg. per cent, the 
serum inorganic phosphorus 3 mg. per cent and 
the serum alkaline phosphatase 4 modified 
Bodansky units. The serum proteins were 
7 Gm. per cent and non-protein nitrogen 29 mg. 
per cent. 

When the patient was placed on a calculated 
daily intake of 100 mg. of calcium and 500 mg. 
of phosphorus, daily studies of urinary excre- 
tion of calcium revealed a negative calcium 


balance. (Table 1). 
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Roentgenograms of the kidney region dem- 
onstrated collections of calctum granules in 
each kidney area. Intravenous pyelograms 
revealed a very poor concentration of dye in the 
parenchyma of the kidney. The collections of 
calctum were described as being in the inter- 
stitial part of the kidneys and were considered 
identical with those described in cases of 
nephrocalcinosis. A faintly calcified fetal skele- 
ton was seen in the abdomen. (Fig. 4.) The 
degree of fetal calcification was thought to be 
normal for the period of gestation. 

Because of x-ray evidence of calcification of 
the parenchymal tissue of her kidneys and the 
possibility of impaired renal function, careful 
consideration was given to the advisability of 
terminating her pregnancy. However, in con- 
sideration of her normal serum non-protein 
nitrogen and of the fact that this was her first 
pregnancy and that conditions were ideal for 
careful and frequent observation, it was decided 
to permit the pregnancy to continue and to 
undertake surgical exploration of her neck. 

Accordingly, on June 6, 1945, under local 
procaine anesthesia, supplemented by nitrous 
oxide-oxygen, the parathyroid areas were ex- 
plored. A large mass, corresponding to the 


TABLE I 
May 25 May 26 May 27 May 28 May 29 May 30 
2.9 mg. % | 3.0 mg. % | 2.94 mg. % 
24 hr Urine Calcium....... 385 as CaO | 456 as CaO | 442 as CaO | 480 as CaO | 448 as CaO | 250 as CaO 
or or or or or or 
276 mg. AS | 325 mg. AS | 315 mg. AS | 342 mg. AS | 320 mg. AS | 178 mg. AS 
Ca++ Ca++ Ca++ Ca++ Ca++ Ca++ 
24 hr Calcium Intake in mg. 100 100 100 100 100 100 
Ca++ Balance in mg..... —176 —225 —215 —242 —220 —78 


Roentgenograms of the chin showed a faintly 
calcified soft tissue tumor that arose from a 
discrete area of bone destruction in the mandi- 
ble slightly to the left of the mental symphysis. 
(Fig. 2.) Roentgenograms of other principal 
bones of the body demonstrated multiple de- 
structive lesions associated with generalized 
decalcification of the skeleton. The destructive 
lesions involved the left tibia, right sacrum, 
right ilium, right pubic bone, right ulna, left 
radius, left patella (Fig. 3) and the left maxilla 
in addition to the previously described lesion 
of the mandible. 


tumor that had been palpable in her neck for 
the past four years, was readily located in the 
tracheo-esophageal groove on the left side just 
below the inferior thyroid artery. This mass 
which measured approximately 2.5 cm. by 
3.5 cm. was encapsulated, discrete and readily 
removed. The tumor weighed 13 Gm. Addi- 
tional exploration, including digital palpation 
of the superior mediastinal area, uncovered no 
further abnormal tissue masses. A biopsy 
specimen was removed from the chin and 
the operative sites were closed. 

Histologic study of the tissues removed was 
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Fic. 1. Photograph of patient showing distortion 
of chin caused by the osteoclastoma. 


Fic. 3. X-ray study showing extensive cystic de- 
struction of left patella. 


Fic. 2. X-ray study of mandibular tumor, demon- 
strating bone destruction and a large, faintly calci- 
fied soft tissue mass. 


Fic. 4. Roentgenogram of abdomen showing the 
fetal skeleton, bilateral renal calcifications and 
destructive lesions of the right ilium. 
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X 100. 


made by Major George M. Hass, M.c., whose 
conclusions regarding the mass removed from 
the neck were as follows: “The structure is 
essentially that of a parathyroid adenoma. It 
may be assumed that the patient has hyper- 
parathyroidism. . . . No local recurrence is to 
be expected and with a tumor of this size, it is 
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mandibular tumor showing large numbers 
of giant cells. 


unlikely that there is a generalized hyperplasia 
of all parathyroid glands.” (Fig. 5.) 

His conclusions regarding the biopsy of the 
chin were: ‘‘The tissue is composed principally 
of rapidly growing fibroblasts which have 
deposited very little collagen and which sur- 
round large numbers of multinucleated giant 
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cells. There are a few small islands of osteoid 
tissue with evidence of formation of new bone. 

. This tumor, therefore, has the essential 
characteristics of a rapidly growing giant-cell 
tumor of bone.” (Fig. 6.) 

Calcium, phosphorus and phosphatase con- 
centrations of her blood, determined at frequent 
intervals, revealed a rapid postoperative drop 
in the level of blood calcium. (Fig. 7.) Roent- 
genograms taken August 25, 1945, showed 
almost complete calcification of the soft tissue 
tumor of the chin and extensive recalcification 
of the skeleton. Cystic changes which had been 
prominent in the right ilium and _ superior 
ramus of the right pubic bone were largely 
recalcified. 

The patient completed her period of gesta- 
tion without further mishap and on September 
15, 1945, after an uneventful, spontaneous 
labor, gave birth to a normal female infant 
weighing 7 pounds 534 ounces. Roentgeno- 
grams of the baby’s skeleton demonstrated no 
bony abnormalities. The serum calcium of the 
infant three days after birth was 10 mg. 
per cent. 

The post partum period of recovery was 
uneventful. Directly prior to discharge, the 
serum calcium of the mother was 11.7 mg. per 
cent, the serum phosphorus 3.3 mg. per cent 
and the non-protein nitrogen 31 mg. per cent. 
At this time the tumor of the chin had not 
receded. Suggestions for further treatment 
were declined. 


COMM ENT 


The principal interest in this case is the 
simultaneous occurrence of two conditions, 
each capable of producing profound alter- 
ations in calcium and phosphorus me- 
tabolism. Pregnancy in the human is 
associated with normal serum phosphorus, 
slightly elevated serum alkaline phospha- 
tase and depressed serum calcium levels.*? 
Hyperparathyroidism is characterized by 
an increased urinary excretion of calcium 
and phosphorus by hypophosphatemia, 
hypercalcemia and, if there is skeletal in- 
volvement, by a marked increase in the 
serum alkaline phosphatase.! The signs and 
symptoms of the disease derive princi- 
pally from the large daily loss of calcium 
with resultant decalcification of the skele- 
ton. The decalcification is not confined to 
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one or two bones although discrete radio- 
lucent areas, which represent cysts of the 
giant cell type, may be seen frequently. 
In addition, the combination of hyper- 
calcemia and hypercalcuria can often result 
in the deposition of calcium either in the 
renal pelvis or renal parenchyma. Accord- 
ingly, renal calculi may be the first sign of 
hyperparathyroidism. 

Of particular note in this case were the 
values for normal and near normal serum 
alkaline phosphatase repeatedly deter- 
mined by two independent laboratories 
during both the preoperative and postop- 
erative states. Hyperparathyroidism with 
normal serum alkaline phosphatase has 
been noted in certain varieties of this dis- 
ease. Thus, patients with little or no invol- 
vement of the skeleton have no derange- 
ment of alkaline phosphatase; furthermore, 
hyperparathyroid patients whose skeletal 
changes are those of osteoporosis rather 
than hyperparathyroidism may have a 
normal phosphatase level;! and, finally, 
hyperparathyroidism with multiple bone 
cysts but without generalized decalcifica- 
tion has been seen accompanied by normal 
phosphatase levels.’ 

Inasmuch as the exact mechanism for 
the production of an increased phosphatase 
level is not known, it is difficult to assign 
a correct explanation for the normal values 
observed in this case. However, a smooth 
postoperative course with freedom from 
tetany has been described before in cases 
of hyperparathyroidism with normal serum 
phosphatase? and the evidence here is 
further corroboration of that. Apparently, 
the surgeon need not be as fearful of acute 
tetany postoperatively if the preoperative 
values for serum alkaline phosphatase are 
normal, 

The possibility arises that this patient 
was protected from postoperative tetany 
by her fetus. This does not seem likely since 
it has been shown that parathyroid extract 
does not pass through the placenta! and 
that parathyroidectomized pregnant rats 
are not protected from tetany by their 
fetuses.* 1? 
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The renal complications of hyperpara- 
thyroidism are of two principal types: the 
formation of calculi and the deposition of 
peritubular calcium with calcium metas- 
tases in the kidney parenchyma.".* This 
patient suffered from the latter type. This 
has been named nephrocalcinosis and, al- 
though such renal changes have been 
observed in certain types of pyeloneph- 
ritis, its usual cause is the prolonged 
hypercalcemia found in hyperparathyroid- 
ism.'® The renal deposition of calcium, 
unlike the skeletal decalcification, is an 
irreversible process and removal of the 
parathyroid adenoma is not followed by 
removal of the calcium from the kidney tis- 
sues. Accordingly, although the condition 
of hyperparathyroidism may be treated 
successfully by surgery, the course of the 
patient may progress to eventual renal 
failure.'* Although this particular patient 
did not show signs of renal failure, she was 
strongly advised against further preg- 
nancies until her kidney function could be 
again evaluated. 

It is interesting to speculate on the 
possible effect of pregnancy upon this 
patient’s parathyroid adenoma. Inasmuch 
as it has been shown that the parathyroids 
enlarge in rats during pregnancy,” could 
it be possible that the tumor found here 
was activated, after four years of quies- 
cence, at the time of pregnancy? If this 
assumption is made, it follows that the 
skeletal changes and renal calcification 
occurred after conception and during the 
six months before her operation. Such a 
rapid course would be unusual since the 
skeletal changes of hyperparathyroidism 
are generally considered to be a fairly late 
manifestation of the disease. Furthermore, 
this patient had consumed approximately 
a quart of milk daily during her life which 
would tend to delay even more the de- 
calcification of her skeleton. In addition, 
even though microscopic nephrocalcinosis 
has been seen in acute, short-term, para- 
thyroid poisoning, such interstitial calcifi- 
cation has not been demonstrable by 
x-ray;'® the degree of renal calcification 
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seen in this patient probably required a 
long-standing hypercalcemia. For these 
reasons we believe that her adenoma was 
active prior to her pregnancy and that only 
the occurrence of the osteoclastoma of her 
mandible lead tc the diagnosis at this time. 

In a case such as this, the principal con- 
cern of the physician should be with the 
mother, since the reports previously men- 
tioned®® indicate that the fetus survives 
the mother’s metabolic disturbances with 
relatively little, if any, change from the 
normal, 


SUMMARY 


The case of a twenty-three year old 
pregnant woman suffering from hyper- 
parathyroidism is presented. A large para- 
thyroid adenoma was successfully removed 
during the fifth month of her pregnancy 
and she delivered, at term, a normal female 


child. 
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Lupus of the larynx attacks most frequently the free margin of the epi- 
glottis. Occasionally the entire epiglottis is destroyed without having 
caused pain or discomfort. This is not the case when destruction results 
from the ulceration and necrosis of active tuberculosis. 

From “Tuberculosis of the Ear, Nose, and Throat” by Mervin C. 
Myerson (Charles C. Thomas). 
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INTRA-ABDOMINAL HEMORRHAGE DURING PREGNANCY 


Abert F. Leg, m.p. 
Chief Obstetrician and Gynecologist, Women’s Clinic 
Seattle, Washington 


HE loss of blood intra-abdominally 

during pregnancy is fortunately rare 

and Marchetti, Kuder and Kuder! 
report that even the commonest cause, 
ectopic pregnancy, occurs only once in 
every 293 pregnancies. Bleeding from 
uterine. rupture, rupture of a vessel on a 
uterine fibromyoma, ovarian abnormalities, 
trauma, rupture of a varicose vein, genital 
and other malignancies during a pregnancy 
then become even less usual but neverthe- 
less fully as dangerous to the pregnant 
woman. 

The diagnosis of intra-abdominal hemor- 
rhage during pregnancy presents many 
obstacles to the obstetrician. The bleeding 
is heralded by sudden abdominal pains 
followed by symptoms and signs of shock. 
There is little time for debate and specula- 
tion as the potential danger of severe 
sudden blood loss and resultant death 
make the diagnosis imperative and imme- 
diate treatment cardinal. Fatalities from 
ectopic pregnancy, for instance, are re- 
ported by Williams and Corbit? as respon- 
sible for one in every eighteen puerperal 
deaths in Philadelphia, one in every sIx- 
teenth death in New York City and one in 
every twelve deaths in Chicago. 

In this report, we are concerned with 
rupture of a varicose vein during pregnancy 
as a cause for intra-abdominal hemorrhage. 
Harding and Concavan‘ reviewed the liter- 
ature and found twelve such cases. Seven 
of the cases were discovered at autopsy and 
there were six survivors including their 
reported case. In their case they believed 
the rupture was due in part to sexual inter- 
course which occurred several hours before 
admission. All of those reported had as a 
symptom severe abdominal pain and signs 
of rapidly advancing shock. At operation 
the source of bleeding was usually difficult 


to locate and almost unrecognized in one 
incident. Treatment varied from classical 
cesarean section with ligation of the bleed- 
ing vessel, section hysterectomy, to simple 
ligation. The following is a case report of 
one of these unusual problems: 


CASE REPORT 


Mrs. H. C., a thirty-one year old para 1-0-1, 
had her last menstrual period July 20, 1945, 
followed by slight nausea. Her only other preg- 
nancy resulted in a full term normal delivery 
five years previously. With her first office visit 
November 20, 1945, the uterus measured 16.5 
cm. above the symphysis pubis with the fetus 
in L. O. A. position; the fetal heart rate was 
160 in the left lower quadrant. Her blood pres- 
sure was 110/80, urinalysis negative and 
hemoglobin 85 per cent. She had had an 
appendectomy performed three years previ- 
ousty and had only one small varicose vein in 
the right leg. 

On December 10, 1945, after a morning of 
Christmas shopping, she returned home and 
rather suddenly felt cold, weak and faint. This 
was followed by dizziness and severe cramps in 
the lower abdomen and lower mid-back. She 
was rushed to the hospital by ambulance in a 
semi-comatose condition and was first seen 
thirty minutes after her complaints. She had 
had sexual intercourse four days before her 
illness. 

On admission she complained severely of 
lower abdominal cramps and was in shock. 
Examination showed a well developed and well 
nourished woman who was dyspneic, cyanotic 
and in acute distress. Blood pressure readings 
were inaccurate but were approximately 60/38 
and the radial pulse was not palpable. Dr. 
Floyd Burg, medical consultant, declared the 
heart and chest free of organic lesions. On 
abdominal examination the uterine fundus 
could be felt about 20 cm. above the symphysis 
and there was generalized severe abdominal and 
flank tenderness. Pelvic and rectal examina- 
tions revealed no masses or localized areas of 
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tenderness. The diagnosis was five months’ 
pregnancy and acute intra-abdominal hemor- 
rhage—cause unknown. 

She was immediately given 2 units of plasma 
(250 cc. each) while she was prepared for 
surgery. Two 500 cc. transfusions of whole 
blood were given before and two 500 cc. trans- 
fusions of whale blood were given during 
surgery. The anesthesia included low concen- 
tration of cyclopropane and 3 cc. curare. 
Through a lower left midline incision large 
fresh clots and free blood were found generally 
throughout the abdomen and all of the peri- 
toneal surfaces were pale and yellow. There was 
a five months’ intra-uterine pregnancy. A 
bleeder was found at the base of the posterior 
right broad ligament which was an irregular 
longitudinal break in a varicose vein measuring 
about 4 mm. in transverse diameter. The back 
bleeding from this rent rapidly filled the cul-de- 
sac. The total measured volume of blood 
removed manually and by aspiration was 2,200 
ce. not including that on sponges, packs and 
that left in the abdomen. The fragmented vein 
was clamped and sutured with No. 1 chromic 
figure-of-eight suture and bleeding was con- 
trolled. Rapid closure was done with No. o 
chromic continuous on the peritoneum and No. 
1 chromic continuous on fascia and fine dermal 
to the skin. She remained in shock throughout 
the operation despite blood, coramine and 
ephedrine sulfate. 

On her return to bed, the blood pressure 
gradually rose from 85/0 to 100/50 and her 
general condition became better. The day 
following her operation she spontaneously 
passed a premature non-viable fetus and 
placenta without difficulty. She remained 
febrile for three days after the operation and 
the remainder of her eleven days in the hospital 
were uneventful. The wound healed per 
primum. She received her fifth transfusion on 
the second postoperative day. Her essential 
laboratory work was within usual limits except 
for evidences of secondary anemia. 

Five postoperative examinations between 
January 3, 1946, and March 5, 1946, revealed 
a well healed and well supported abdominal 
wound. The uterus was situated in the anterior 
position and no unusual masses could be found. 
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Her hemoglobin with her last visit was 14.5 
Gm. (100 per cent). 


In the matter of surgical management of 
this type of hemorrhage from a varicose 
vein, I favor simple ligation of the bleeding 
vessel. Perhaps the best argument for this 
simple ligation is that this procedure is the 
easiest and quickest possible solution for 
these shocked women. Emptying of the 
uterus or a hysterectomy surely adds more 
shock to an already grave situation by 
prolonging the anesthesia time and gener- 
ally increasing the operative burden to the 
patient. The postoperative vaginal delivery 
of a premature infant in this report cause 
no complications but I am quite certain 
that a section at the surgery table would 
have jeopardized the patient unreasonably. 
Further, by simple ligation it might be 
possible to allow pregnancy to progress to 
an age when a viable birth would be 
possible. 

The second most important factor in 
the management of these intra-abdominal 
hemorrhages in the pregnant is the prompt 
and complete replacement of the blood loss 
by blood transfusions. Ideally, the cross 
matchings should be proper and the blood 
should be RH negative. In dire emergency, 
however, blood plasma and group O blood 
without crossmatching can be used if the 
risks of the latter are accepted. 


SUMMARY 


An unusual case of spontaneous rupture 
of a varicose vein during pregnancy is 
noted along with previously reported cases 
and the treatments. 
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PLACENTA ACCRETA 


Lee RADEMAKER, M.D., 
Diplomate of The American Board of Surgery 


I. Rivers HANSEN, M.D. 
Chief Obstetrician, Peninsula General Hospital 


AND 


Rosert La Rug, M.D. 
Resident Physician, Peninsula General Hospital 


Salisbury, Maryland 


RUE placenta accreta is so rarely en- 

countered that its existence is not 

recognized until some serious ob- 
stetrical accident occurs leading to castas- 
trophy. For this reason we believe that the 
following case merits reporting in the 
present day literature. 


CASE REPORT 


M. M., a colored female aged twenty-nine 
and para 111, was admitted to the service of 
Dr. I. R. Hansen with the history of having a 
premature seven months’ delivery at home 
twenty-four hours previously; she had been 
delivered by a midwife. The child survived 
only three hours. The midwife had been unable 
to express the placenta and, after consultation 
with Dr. Robert Johnson of the Worcester 
County Health Department, she was sent to 
the Peninsula General Hospital on January 21, 
1946. No vaginal bleeding had occurred since 
delivery. 

The patient’s previous history was that of 
two past pregnancies. The first was compli- 
cated by a placenta praevia and the second by 
a retained placenta for which manual removal 
was necessary at another hospital. This oc- 
curred in 1942. The course of the present preg- 
nancy had been uneventful except for early 
labor. Blood Wassermann reaction was re- 
peatedly negative. 

One hour after admission, the patient was 
anesthetized with cyclopropane and oxygen and 
an attempt made to express the placenta by 
Crede’s method. This failed to dislodge the 
placenta and caused no vaginal bleeding. Sulfa- 
diazine was administered with pitocin and an 
ampule of syntropan, none of which produced 
any result. Conservative treatment was con- 
tinued for another forty-eight hours, the true 
condition still unrecognized. 


At the end of this period, a dilatation and 
curettage was attempted by one of us (R. L. R.) 
under sterile technic and intravenous pentothal 
sodium anesthesia. The operation report was 
as follows: 

“Routine preparation. The anterior lip of 
cervix is grasped with tenaculum and drawn 
down. The cervix is gently dilated, there is a 
slight cervical tear from the delivery. The large 
placental forceps is introduced and the placenta 
which is located in the anterior fundus is 
grasped. It is impossible to pull it free. It comes 
free only in small necrotic pieces which are not 
otherwise abnormal. Attempted currettage is 
also impossible as the curette will not take off 
the tissue from the fundus although the rest 
of the uterus seems normal. A pack was intro- 
duced into the uterus and one in the vagina.” 
Some free bleeding occurred at the end of this 
procedure and the packs were therefore 
employed. 

The senior authors were now consulted and 
the true diagnosis made. The patient had a vio- 
lent temperature elevation after the above pro- 
cedure, the mouth temperature rising to 104°F. 
This subsided to normal and twenty-four hours 
later the packs were removed and a supra- 
vaginal hysterectomy was performed by one of 
us (L. A. R.). This operation was attended with 
considerable hemorrhage necessitating two 
blood transfusions and blood plasma. Four Gm. 
of sulfanilamide crystals were placed in the 
lower pelvis. Two Mikulicz’s drains were placed 
in Douglas’ cul-de-sac and the abdominal 
wound closed in layers using buried, stainless 
steel wire in the fascia. 

The postoperative course was uneventful. 
Penicillin and sulfadiazine were administered 
prophylactically but the patient had no eleva- 
tion of temperature, pulse and respiration and 
was discharged on the twelfth postoperative 
day with the wound healing well. 
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Fic. 1. Lateral view of gross specimen. 


The pathologic specimen showed a whole 
placenta densely adherent to the anterior wall 
of the uterus. The lowermost part showed some 
necrosis and blood clot from the trauma of the 
previous day. The remainder of the placenta 
showed no necrosis and could not be separated. 
(Figs. 1 and 2.) 

The microscopic sections (Figs. 3 to 8) are 
extremely interesting. The examination and re- 
port were made by Dr. Howard Maldies, of 
Baltimore, and photomicrographs illustrate 
this report as follows: (1) Sections through the 


Fic. 3. Microphotograph; hematoxylin and eosin 
stain; X 63. 
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Fic. 2. Anterior view of gross specimen. 


decidua vera show no definite scarring; how- 
ever, necrotic changes are present; (2) Other 
blocks show acute inflammatory changes be- 
tween the villi as well as an acute metritis; 
(3) Section of the elevated, whitish, soft area 
in the lower portion of the cavity, which look 
like a possible fibromyoma, shows placental tis- 
sue; (4) Other blocks show nothing remarkable. 

The villi are embedded in the muscle (hema- 
toxylin and eosin stain). They are distorted 
and small, being replaced by fibromyomatous 
tissue. Hyaline changes are evident. In the 
upper region, the villi are clear and well defined. 

Van Gieson’s stain brings out the connective 
tissue and the hyaline changes. The intervillous 
spaces contain blood and a variety of white 
cells. The stain clearly depicts the excess 
amount of collagen fibers and also the hyaline 
changes. This is not shown in the photo- 
micrographs. 


Placenta accreta is defined as a patho- 
logic adherence to and/or invasion of the 
uterine wall by the placenta with absence 
of the spongiosum layer of the decidua 
basalis either partially or completely. 
Three types are recognized in the litera- 
ture: (1) Placenta accreta in which the 
placenta is only pathologically adherent; 
(2) placenta increta in which there is pene- 
tration of the uterine wall and (3) placenta 
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4 
Fic. 4. Microphotograph; Van Gieson’s stain; X 100. 
5 Fic. 5. Microphotograph; Van Gieson’s stain; X 210. 


Fic. 6. Microphotograph; hematoxylin and eosin stain; X 100. 
Fic. 7. Microphotograph; hematoxylin and eosin stain; X 100. 
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Fic. 8. Microphotograph; hematoxylin and - 
eosin stain; X 210. 


percreta in which the uterine wall is in- 
vaded to the serosal layer and may actually 
rupture the uterus. Thus, our case falls into 
class two or placenta increta. 

Incidence. Kaltreider, of the Univer- 
sity of Maryland, has ably summarized the 
literature in a recent case report (1945). 
Incidence of placenta accreta varies accord- 
ing to various authors from 1:1956 to as 
high as 1:40,000 deliveries. This depends 
on the strictness with which the term is 
applied. Many an adherent placenta has 
been called placenta accreta in past litera- 
ture but the true picture must occur with 
greatest rarity. According to Kaltreider, 
159 cases appeared in the literature at the 
time of his publication but he was of the 
opinion that more had probably been pub- 
lished in inaccessible literature. 

Etiology. Many theories exist as to the 
cause of this interesting condition. Some 
previous trauma to the endometrium seems 
to be present in all cases. Thus, fibroid 
tumors, previous dilatation and curettage, 
endometritis, manual removal of the pla- 
centa, previous post partum sepsis, pre- 
vious cesarean section are all thought to be 
etiologic factors. Tiemayer suggested a 
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hormonal theory, chiefly a defect in the 
corpus luteum. He and King both suggest 
that improper therapy with endocrines 
may be a factor. 

In our case, manual removal of a pla- 
centa had preceded this pregnancy; there 
had been no hormonal therapy of any kind. 
Placenta praevia was another complication 
in our case existing in the patient’s first 
pregnancy. 

Symptomatology. The symptoms of 
complete placenta accreta are silent. There 
is no bleeding, shock or other systemic 
symptoms. Therefore, an adherent pla- 
centa without vaginal bleeding should al- 
ways arouse suspicions that this condition 
exists. The partial placenta accreta, how- 
ever, shows severe symptoms and hem- 
orrhage may be profuse or moderate. 
The placenta does not move into the vagina 
and the patient develops more and more 
signs of shock due to blood loss which 
demand immediate treatment by blood 
replacement. 

Treatment. In our case, because of in- 
strumentation and succeeding hemorrhage, 
hysterectomy was carried out with good 
success. In the previously reported cases, 
84 per cent of those with hysterectomy sur- 
vived but these statistics include cases of 
ruptured uterus as well as those with in- 
strumental attempts in an era _ before 
penicillin. Only 27 per cent of those sub- 
jected to manual removal only survived so 
that this procedure obviously carries the 
highest mortality. A newer, conservative 
method has recently been employed by 
several authors similar to the new method 
of dealing with the placenta in abdominal 
pregnancy. In the latter, the cord is tied 
and the placenta left in situ undisturbed to 
be absorbed later. In the case of the pla- 
centa accreta totales, the uterus is packed 
for twenty-four hours then nothing further 
is done. The placenta is eventually ab- 
sorbed or sloughed off as the stimuli from 
the corpus lutea disappear. Schumann, in 
Philadelphia, successfully used this method 
in four cases, Potter in one, Futh in one and 
Anderson in one; all reported recovery al- 
though a stormy convalescence was noted 
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in each case. In Schumann’s series, two 
cases had normal pregnancies following the 
procedure. Although penicillin and sulfa 
drugs have greatly reduced the dangers of 
infections, still the sections of our case 
show many areas of acute metritis and 
many contamination organisms resistent to 
chemotherapy may, on occasion, invade 
the sloughing, necrotic placenta. In our 
opinion, this method should therefore be 
one of choice only when the desire for 
succeeding pregnancies is great and the 
symptoms of infection and potential infec- 
tion are low. 

In partial placenta accreta, or a total 
accreta case in which trauma has produced 
bleeding, the conservative method can no 
longer be a matter of choice. The bleeding 
is usually very active, so much so that 
packing will not control it and immediate 
hysterectomy with supportative and blood 
replacement therapy is the only method of 
treatment. Here again prompt recognition 
of the condition and prompt institution of 
remedial methods are life-saving and hesi- 
tation or indecision invite rapid disaster. 


SUMMARY AND CONCLUSIONS 


A case of placenta increta is herein re- 
ported with a review of the literature. 
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Treatment is discussed with the possibility 
of conservative measures in total accreta 
cases as used by Schumann and others. 
Recommendation is made to reserve this 
type of treatment for uninfected, total 
cases without bleeding. In cases with hem- 
orrhage, either due to incomplete placenta 
accreta or to instrumentation, attention is 
called to the immediate need for surgical 
and blood replacement therapy. 
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PRIMARY OVARIAN PREGNANCY OF FOUR MONTHS 


P. D. Bapia, M.D. 
Associate Surgeon, Morrisania City Hospital 


New York, New York 


RIMARY ovarian pregnancy is so 
rare that in reviewing English and 
American Literature there are ninety 
cases reported which are well substantiated. 
The purpose of presenting this paper is to 


merous projections—the fimbriae, the pro- 
longations of the longitudinal foldings of 
the tube. These are covered with ciliated 
epithelium. The waving of the cilia moves 
toward the uterus. An efficient aspiratory 


Fic. 1. Ovulation and fertilization. (Taken from a pamphlet describing the various phases of conception 
and nidation—author unknown.) 


Fic. 2. Migration of a fertilized ovum and nidation. (Taken from the same pamphlet as Figure 1.) 


add this unusual primary ovarian preg- 
nancy of approximately four months’ ges- 
tation for statistical studies. In recent 
years, obstetricians, gynecologists and sur- 
geons have taken pains to report these 
unusual pregnancies so that today the 
literature is slowly becoming enriched with 
the knowledge of these abnormal conditions. 

Conception in the obstetrical sense 
means the union of the male and female 
elements of procreation. It has variously 
been termed fecundation, impregnation and 
fertilization. 

How does the ovum reach the tube from 
the ovary? The ovary lies in a little depres- 
sion the fossa ovarica, and is covered in 
part by the mesentery of the tube whose 
fimbriae are in close proximity. The 
ampulla of the tube opens outward in nu- 


current is produced in the peritoneal fluid 
in the neighborhood of the end of the tube. 

Experimentally in rabbits, Lode saw 
tiny particles placed in the neighborhood 
of the tube which were gradually taken in 
by the fimbriated end. They appeared 
finally in the vagina. The ovum is caught 
in this current and led to the tube. 

Motile sperm has been found in the 
vagina as long as thirty-seven hours after 
coitus and twelve hours in the cervix. In 
20 per cent of the cases studied, motile 
sperms were found in the cervix more than 
three days after sexual intercourse; thus 
the sperm can fertilize the ovum even 
three days after coitus. The sperm reaches 
the ovum in the tube by means of its 
own locomotive power. They sometimes 
overcome obstacles as occur in impregna- 
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Fic. 3. Posterior view of uterus and right broad ligament. The broad ligament has been spread out and the 
ovary drawn downward. (From Gray’s anatomy.) Pregnancies as described by Crossen and Crossen in 


“Diseases of Women” are indicated in print. 


tion when the semen is deposited on the 
pe vulva, as in case of rape and unruptured 
hymen. 

Le Ectopic gestation or extrauterine preg- 
| nancy is the nidation and development of 
4 the fertilized ovum in any location outside 
the uterine cavity. 


ANATOMICOPHYSIOLOGIC CONSIDERATIONS 


The uterine tube, tuba uterina, Fal- 
lopian tube or oviduct are synonyms. The 
uterine tube consists of three coats: serous, 

<3 muscular and mucous. Each tube is about 
10 cm. long and consists of three portions; 
‘ (1) the isthmus or medial constricted 
a third, (2) the ampulla or intermediate 
dilated portion which covers over the 
F ovary and (3) the infundibulum with its 
abdominal ostium, surrounded by fimbriae, 
is attached to the ovary. The uterine open- 
ing is minute and only admits a fine bristle 
probe; the abdominal opening is somewhat 


larger. The internal or mucous coat is con- 
tinuous with the mucous lining of the 
uterus and, at the abdominal ostium of the 
tube, with the peritoneum. It is thrown 
into longitudinal folds which in the ampulla 
are much more extensive than in the 
isthmus. 

This form of epithelium is also on the 
inner surface of the fimbriae, while on the 
outer surface of these processes the epi- 
thelium gradually merges into the meso- 
thelium of the peritoneum. The highly 
specialized function of the columnar ciliated 
epithelium of the tube is such that while it 
permits the secretion of the glands to 
trickle out of the fimbriated end into the 
peritoneal cavity, the ovum is gathered by 
the fimbriae, is brought to the ostium and 
the cilia propel it toward the cavity of the 
uterus. The various stages of the process of 
the fertilized ovum has been studied on 
mammals. We have no direct knowledge re- 
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Fic. 4. Extra-uterine pregnancy, as described in 
Dorland’s Medical Dictionary. 

garding the fertilization of the human 
ovum. 

It is generally admitted that fertilization 
takes place in the ampullary part of the 
uterine tube and the cilia propel it toward 
the cavity of the uterus assisted by the 
peristaltic wave of the tube, a journey 
probably occupying three days. It is stated 
that unless the egg is fertilized within six 
hours after ovulation, it becomes impotent 
or incapable of being fertilized. 


TYPES 


Extrauterine pregnancies are classified 
as (1) tubal, (2) ovarian and (3) wandering 
or abdominal pregnancies. Tubal preg- 
nancy is designated according to location: 
(1) cornual or interstitial, (2) isthmian, (3) 
ampullar, (4) infundibular and (5) tubo- 
varian pregnancy; “ampullar”’ (in the 
outer dilated part of the tube); “‘isthmial’’ 
pregnancy (in the narrow part of the tube 
near the uteius, and “interstitial” preg- 
nancy (in the interstitial part of the tube). 
This last type of “‘extrauterine” preg- 
nancy is within the uterine wall but not in 
the uterine cavity, unless it breaks into the 
cavity during the development. 

If the pregnancy is found in the peri- 
toneal cavity without any apparent con- 
nection with the tubes, uterus or ovary, it 
is called a wandering or abdominal preg- 
nancy. Such a pregnant mass (fetus and 
surrounding membranes) may be attached 
to and receive blood supply from various 
structures. Tuholske reported a case in 
which the placenta was attached to the 
liver. There is considerable controversy as 
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to the etiology of abdominal pregnancy and 
the actual occurrence of primary implanta- 
tion of the fertilized ovum outside the 
genital tract. Some believe that “‘abdomi- 
nal” implantation is always a “ transplant” 
from an ovarian or tubal position of pri- 
mary implantation, so that “abdominal 
pregnancy” can be described as a gestation 
which is not predominantly intratubal in 
anatomic position when found. “Primary 
abdominal pregnancy”’ can be described as 
any abdominal pregnancy in which evi- 
dences of origin from a primary intrauterine 
or intratubal position are absent, and 
wherever the ovary is not definitely in- 
volved in the placental site. 

Ovarian pregnancy occurs when theovum 
is found developing in the ovary. It is the 
rarest type of extrauterine pregnancies. In 
this type, cases have been reported in all 
phases of development, from the earliest 
stages to that of a mature fetus lodged in 
the ovary. The literature is incomplete and 
slightly confusing. However, during the 
past decade a great deal of interest has been 
accumulating on the subject so that with 
succesive reports, the true incident will be 
found. Young and Hawk reported cases of 
ovarian pregnancies with the incident of 
0.7 per cent of all uterine pregnancies in 
their series of 148 cases. Spiegelberg postu- 
lates four requirements for the diagnosis of 
a true primary ovarian pregnancy: (1) The 
tube on the affected side must be intact. (2) 
The fetal sac must occupy the position of 
the ovary. (3) It must be connected 
with the uterus by the utero-ovarian liga- 
ment. (4) Definite ovarian tissue must be 
found in the sac wall. Jordan et al. have 
presented the most complete histologic de- 
scription of this type of case. They men- 
tion the histologic development of such an 
entity and differentiate between primary 
and secondary ovarian pregnancy. They 
speak of intrafollicular and extrafollicular 
or superficial ovarian pregnancy types. 


ETIOLOGY 


Some observers have found that ectopic 
gestation occurs in 1:1000. Schuman com- 
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puted the incident 1:300. More recent 
observers reduced it to 1:200. It is more 
predominant with the white race but that 
of course is due to the difference in size of 
the population. A normal condition of the 
oviduct is of primary importance. Abnor- 
mality of the tube may interrupt the on- 
ward progress of the ovum. Salpingitis 
(gonorrhea) may lead to destruction of the 
cilia and cause sacculations of the tube 
itself. The action of the cilia is important to 
propel the ovum toward the uterine cavity. 
The peristaltic wave is of secondary im- 
portance and not sufficient to carry the 
ovum along. Inflammation in and around 
the tube may cause a narrowing of the 
lumen or the peritubal adhesions caused 
by the inflammation may lead to a con- 
striction of the tube. The ovum may drop 
into one of the sacculations or kinks caused 
by the inflammation; it may be caught 
there and be unable to make any further 
progress. 

Ectopic gestation occurs more frequently 
in cities, predominantly after the thirtieth 
year of life; it occurs usually after a period 
of long sterility especially in women who 
have had pelvic disease. Among other 
causes can be enumerated infantile tubes 
with imperfect development of the cilia, 
excessive long tubes causing many con- 
volutions, spasm of the muscular coat or 
undeveloped muscular coat, abnormal cor- 
pus luteum, endometriosis of the tube and 
ovary and increased invasiveness of the 
trophoblasts covering the ovum, thus 
favoring an immediate nidation and puer- 
peral infection. 

Explanations have been offered as to why 
the fertilized ovum does not lodge in the 
tubes normally. First, the trophoblast is 
not developed until the fertilized ovum 
reaches the uterine cavity; secondly, the 
tubal mucosa is not designed for implanta- 
tion. Novak believes that the retardation 
of the progress of the ovum gives time for 
the development of the trophoblast while 
the fertilized ovum is still in the tube. A 
primary or true ovarian pregnancy is one 
in which the ovum remains in the follicle, 
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is fertilized there, develops a sac from the 
contiguous ovarian tissue and continues its 
growth in the follicle. Secondary ovarian 
pregnancy is one in which the ovum is 
fertilized in tissues, tubal or uterine, out- 
side of the ovary, develops its: sac from 
this extra-ovarian tissue and, after de- 
veloping its sac, becomes detached from its 
original soil and secondarily attaches itself 
to the ovary. 

The possible mechanism of primary or 
true ovarian pregnancy is still a matter of 
speculation: (1) Perioophoritis may cause 
the ovum to be incarcerated in the follicle, 
may become impregnated there and grow; 
(2) a rupture of a centrally placed follicle 
into a previously vacated surface follicle; 
(3) retention of Miillerian tissue in the 
ovary and (4) endometriosis. 

To whatever theory we ultimately sub- 
scribe we must accept the existence of two 
constant factors operating in its etiology: 
(1) that the ovum remains imprisoned 
within the cavity of the ruptured follicle 
and (2) that the sperm cell finds its way 
to this particular ovum. 

Most of these ovarian pregnancies ter- 
minate by ovarian abortion in the first 
trimester and are found at laparotomy. 


They rarely reach full term and are unsus- . 


pected by the patient and attendant until 
labor has supervened which is usually fol- 
lowed by death of the fetus after a period of 
unproductive labor. Cases have been re- 
ported which have gone to full term and a 
living child has been recovered through a 
laparotomy. 


CASE REPORT 


M. G., a colored female, para 3, twenty-nine 
years old, married, very obese, (250 pounds), 
was admitted to the Morrisania City Hospital 
from the out-patient department on April 25, 
1945, with the presumptive diagnosis of fi- 
broma of the uterus. For three weeks prior to 
her admission her chief complaint was of lower 
abdominal pains, pains in the lower part of her 
back and slight fever. The range of rectal tem- 
perature being from 98°c. to slightly above 
100°F. For a week prior to her admission she 
had considerable whitish vaginal discharge but 
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Fic. 5. The pregnancy mass when it was_ Fic. 6, Illustration of the fetus when the mass was opened. 


intact. 


no bleeding. There was no history of dysuria 
nor of a previous operation except for an ab- 
scess on the left leg which was incised and 
healed up very rapidly. She had had no serious 
ilness and her family history was essentially 
negative. The last menstrual period took place 
on April 11, 1945. 

Physical examination revealed a markedly 
obese, colored female, not acutely ill. Blood 
pressure was 162/68; pupils reacted to light and 
accommodation; breasts were negative for 
masses. Axillae showed no palpable glands 
present. The nipples, heart and lungs were 
normal. The abdomen was very obese. On 
examination a large globular, smooth, firm mass 
about the size of a small football could be felt 
from the symphysis pubes to the Jeft costal 
border. The mass did not seem to be fixed. It 
was freely moveable and could easily be pushed 
to the right of the umbilicus without eliciting 
either pain or tenderness. Pelvic examination 
revealed considerable white discharge present. 
The cervix was normal. The mass felt in the 
abdomen seemed to have some relation to the 
uterus. There was considerable tenderness in 
the left adnexa. 

A scar was visible over the left middle third 
of the tibia. No edema of the ankles was pres- 
ent. She stated that about seven years ago she 
was treated for women’s trouble. Several sur- 
geons examined the patient and made the 
diagnosis of left ovarian cyst or a large tubo- 
varian abscess with adherent omentum and 
gut or a pedunculated fibroma. The Kahn test 
was I+. 


The Wassermann reaction was negative. The 
examination of the discharge taken from the 
cervix, urethra and vagina was found to be 
negative for Neisserian organism. The Asch- 
heim-Zondek test was not done. Three weeks 
after admission to the hospital (May 17, 1945) 
the patient was operated upon. 

A midline incision was made below the 
umbilicus, the fascia was incised and the muscle 
was pulled laterally. When the peritoneum was 
opened, a large mass, oval in shape and the size 
of a small football, was found in the abdomen. 
The mass appeared to be pedunculated and 
situated well above the brim of the pelvis. A 
loop of iltum was bound to it, denoting that at 
some time there must have been an inflamma- 
tory process around it. This was more notice- 
able on the right side of the mass. The left 
side was bound to parietal peritoneum. The 
mass was gently peeled by blunt dissection 
from all adherent structures. A pedicle (which 
seemed to be the utero-ovarian ligament) was 
clamped, cut and ligated with No. 2 chromic 
suture. All bleeding was checked; one penrose 
drain was introduced into the left pelvic 
cavity. The left tube was found to be normal. 
There was no evidence of the left ovary. Closure 
was completed in layers. i 

The patient had an uneventful recovery and 
after eleven days left the hospital cured. In a 
recent check-up on April 1, 1946, one year 
later, the patient had no complaints and was 
doing well. 

The pathologic report was as follows: Gross: 
The mass was about the size of a large grape- 
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fruit; cut open it contained a fetus partially 
necrotic and misshapen; the placenta was at- 
tached to the wall which was thick, firm and 
hemorrhagic. Microscopic: Sections through 
the wall showed almost complete infarction. 
There were a few cellular elements which were 
inflammatory and in the necrotic zones; the 
villi and decidual cells could be distinguished. 
No ovarian tissue was found. 

Diagnosis: Intra-abdominal pregnancy; the 
origin could not be determined. 


CONCLUSION 


From the above mentioned facts one is 
led to believe that we are dealing with a 
case of ovarian pregnancy. It is hard to 
expect all the postulates offered by Spiegel- 
berg, especially when we are dealing with 
such a large mass; because when the ovary 
is involved, unless one is dealing with a 
painstaking pathologist who will make a 
thorough search of the mass to locate the 
presence of ovarian tissue, the ovarian 
tissue may be so displaced and so remotely 
located that it is well nigh impossible to 
find it. 

We have here 3 of the postulates: (1) the 
presence of an intact left tube, (2) the ab- 
sence of the left ovary and (3) the mass 
seemed to be connected to the uterus 
through the ovarian uterine ligament. 

By deduction we must conclude that in 
the presence of these findings we are deal- 
ing with a case of primary ovarian preg- 
nancy. This patient, despite the fact that 
she was pregnant, menstruated regularly 
without any interruption and without 
symptoms. Had the abdomen been x-rayed, 
the fetal parts would have been seen for the 
fetus is radiopaque after three months. 
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OVARIAN PREGNANCY 


Rosert J. CrossENn, M.D. 
St. Louis, Missouri 


HE incidence of ovarian pregnancy is 
still low enough to warrant reporting 
individual cases. 
~ Russell and Black, in 1940, found only 
fifty-two cases including the one they re- 


Fic. 1. The tube is seen to the left of the picture with the uterine and fallopian 
tube at (A) and the fimbriated end at (B). This outer end is not adherent to the 
ovary. The fetal sac in the outer portion of the ovary is clearly seen and the 
embryo is present at (p). The inner pole of the ovary is seen at (c). 


ported which answered the four criteria 
formulated by Spiegelberg. Stamm, in 
June, 1946, states that there are eighty-five 
proven cases reported and adds one of his 
own. Eckerson found one ovarian preg- 
nancy in the 339 cases of ectopic pregnancy 
occurring at St. Lukes Hospital, New York, 
in a forty-year period, an incidence of 0.2 
per cent. Young and Hawk report one case 
in a series of 148 cases of ectopic preg- 
nancies over a period of sixteen years, an 
incidence of 0.7 per cent. Mann, Meranzet 
and Leff reported the only case seen at the 
Mount Sinai Hospital of Philadelphia over 
a period of twenty-five years. 

Spiegelberg, in 1878, outlined the follow- 
ing criteria for true ovarian pregnancy: (1) 
The tube must be normal and intact and 
have no organic connection with the ges- 
tation sac; (2) the tumor must be con- 


nected with the uterus by the utero-ovarian 
ligament; (3) the walls of the sac must con- 
tain graafian follicles and the albuginea of 
the ovary must pass directly into the tumor 
wall and (4) the embryo should be in situ. 


CASE REPORT* 


Mrs. W. H. J., a white female aged thirty- 
four, was the mother of three children; the 
youngest was four years of age. Her menstrual 
history was normal, her last normal period 
occurring on June 27, 1943. On July 21, 1943, 
she suffered an attack of severe abdominal pain 
referred to the epigastrium which required 
\4 gr. morphine for relief. The pain soon settled 
in the lower right quadrant but the patient was 
up and about her home the following day con- 
ducting her household duties. On July 30, 1943, 
she suffered a similar attack of pain which also 
required morphine for relief. She was up again 
the next day but complained of soreness in the 
lower right quadrant. 

On August 3, 1943, she was referred by her 
physician to a urologist for a possible renal 


*It is through the courtesy of Dr. John Lucius 
McGehee, Memphis, Tenn., who sent the specimen to me 
that I report the above case of ovarian pregnancy. 
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calculus. The urologist found no abnormality 


in the urinary tract but during his examination. 


the patient presented symptoms of mild shock 
and Dr. McGehee was called in consultation. 

A diagnosis of ruptured tubal pregnancy was 
made and the patient was admitted to the 
hospital. She was given a blood transfusion and 
operated upon immediately. The abdominal 
cavity was found to be filled with blood and an 
ovarian pregnancy was removed. 


Crossen—Ovarian Pregnancy = American Journal of Surgery 881 


The gross pathology revealed a specimen 
which consisted of an ovary measuring 6.5 cm. 
by 3.5 cm. The distal end of the ovary con- 
tained a fetal sac 2 cm. by 3.5 cm. containing 
an embryo of approximately three and one-half 
to four weeks’ gestation. The stump of the 
ligament was present at the proximal end of 
the ovary. The fallopian tube was 3.5 cm. in 
length and was not connected with the fetal 
sac. 


A FETUS from a missed abortion retained for a long period may undergo 
dissolution and partial absorption or mummification. Rarely, a lithopedion 
may form from the deposition of calcium salts within the mass. 

From ‘‘The Management of Obstetric Difficulties” by Paul Titus 


(C. V. Mosby Company). 
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REPLACEMENT OF UPPER END OF THE FEMUR WITH 
FIBULAR GRAFT* 


Roy D. McC AND Conrap R. Lam, M.D. 
Detroit, Michigan 
HIS case is reported because it may pathologic diagnosis of the primary lesion 


be of interest to surgeons who are is not at hand but other features of the case 
confronted with the necessity of re- seem to make it worthy of discussion. 


NY 


Fic. 1. Roentgenogram showing cystic lesion in upper end of femur with pathologic 
fracture. 

Fic. 2. Roentgenogram taken through plaster cast, showing immediate postoperative 
position of fibular graft. 


moving considerable bone substance in the CASE REPORT 

region of the upper end of the femur. The D. D. G., No. 6071, a white woman of 
comparatively long follow-up (twenty-six twenty-three years, was admitted to the Henry 
years) indicates that marked structural Ford Hospital on January 6, 1921, with the 
disturbance is not inevitably followed by complaint of severe pain in the left hip. She 
a poor functional result. A clear cut had had some trouble with this hip since falling 


* From the Department of Surgery, Henry Ford Hospital, Detroit, Mich. 
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Fic. 3. Fracture of fibular graft, (June, 1921). 
Fic. 4. Non-union of fracture of graft, (March, 1922). 


on the ice six years before. During the preceding 
three months, there had been considerable dis- 
comfort and for two weeks she had been in bed 
most of the time. The night before admission, 
she was walking home from a friend’s house 
when she had sudden excruciating pain in the 
left hip and sank to the ground. She had to be 
carried home. 

Examination showed marked restriction of 
motion in the left hip joint because of pain. 
There was soft tissue swelling in the region of 
the trochanter. There was atrophy of the left 
thigh and calf muscles. There were 2 inches of 
shortening of the left extremity. Roentgen 
examination revealed a fracture of the femoral 
neck with rarefaction of the adjacent bone 
substance. (Fig. 1.) The roentgenologist’s im- 
pression was that a pathologic fracture was 
present. No other lesions of the skeleton were 
observed. 

Operation was carried out on January 15, 
1921. The following excerpt from the operative 
record indicates what was done after the hip 
joint was exposed: “Immediately when the 
capsule is opened, a dark clot of blood with 
tumor-like tissue is expelled. The muscles are 
stripped back from the femur to a point well 
below the lesser trochanter. The bone is normal 
up to the level of the lesser trochanter but 
above this, as it enters the capsule, it is rather 


soft. The capsule is turned back and it is found 
that there is a complete pathologic fracture of 
the neck of the femur as shown in the x-rays. 
A piece of the bone is removed and dark, soft 
mushy tumor with bone spicules in it 1s 
curetted out. The entire head of the femur is 
found to be filled with this substance. The head 
is pried out of the socket and the ligamentum 
teres is cut. There is no involvement of the 
acetabulum or synovial membrane. The tumor 
extends up into the greater trochanter and 
down the shaft to the lesser trochanter. First 
we had the idea of saving the lesser trochanter 
and sliding it up for the new head of the femur. 
However, it is thought advisable to remove on 
a level just below the lesser trochanter. This 
bone is removed with the curette and rongeur. 
The surrounding tissues are not involved. The 
entire capsule, however, is cut away.” 

This procedure left a bony defect of at least 
three inches. It was decided to insert a fibular 
graft. Accordingly, the head and about 10 cm. 
of the shaft of the left fibula were removed. 
The distal portion of the graft was thrust into 
the marrow cavity of the femur and the head 
was placed in the acetabulum. A plaster spica 
was applied, maintaining the thigh in abduc- 
tion. (Fig. 2.) 

When the excised tumor was first examined 
by a pathologist, a number of giant cells and 
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Fic. 5. Absorption of shaft of fibular graft and frac- 
ture of bone peg. 


spindle cells were observed. The diagnosis of 
giant cell sarcoma was entertained for a time 
but the gross appearance of the tumor and the 
subsequent clinical course make the diagnosis 
of benign giant cell tumor more tenable. The 
case is indexed as the latter in the Bone Sar- 
coma Registry of the American College of 
Surgeons (Registry No. 39). 

When the cast was changed on Sidon 
11th, it was found that the wound had healed 
per primam. There was a left foot-drop, un- 
doubtedly the result of injury to the peroneal 
nerve during the removal of the fibular graft. 
On March 28th, the second cast was removed 
and manipulation and massage were begun. A 
month later, the patient was allowed to bear 
weight cautiously on the extremity and was 
discharged. 

After being home a month, she was walking 
upstairs and felt something snap in her leg. 
Roentgenograms showed a fracture of the graft. 
(Fig. 3.) A cast was applied to be followed in 
August by an ambulatory splint. There was 
some attempt at callus formation at the site of 
the fracture, but in March, 1922, it was evident 
that bony union could not be expected. (Fig. 4.) 
Accordingly, the site of the fracture was ex- 
plored and an attempt to fix the fragments with 
a beef bone peg was carried out by Dr. Charles 
Peabody. Subsequent x-rays showed persistence 
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Fic. 6. Appearance of pseudoarthrosis of hip joint 
twenty-six years after primary operation. 


of the non-union and a fracture of the bone peg. 
(Fig. 5.) 

In December, 1922, the peroneal nerve was 
explored. The traumatized segment of nerve 
was removed and neurrhaphy was performed. 
This was followed by a return of sensation to 
the affected areas and little or no change in the 
muscular action. 

In July, 1924, there was remarkably good 
function of the hip. The patient walked without 
a cane. The thigh could be flexed through an 
arc of go degrees. Progress examinations were 
carried out in 1926, 1929, 1937 and 1947. 

The present status of the patient is sum- 
marized in the following note by Dr. C. L. 
Mitchell who examined her on March 12, 1947: 
“‘The patient is extremely well pleased with the 
result she has obtained. She is normally active 
and had had no discomfort in the left lower 
extremity for over twenty-five years. Recently 
she has noticed some grating on motion of the 
left hip but this has not been accompanied by 
pain. On examination, we find the patient to be 
moderately obese. There is two inches of 
shortening of the left lower extremity. The left 
foot is held in equinus and she is unable actively 
to dorsiflex the foot and great toe. Movement 
of the knee joint is normal. The range of 
motion of the hip joint is almost normal. Some 
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crepitus is noted. A slight amount of telescoping 
is possible. She walks with an elevation of the 
sole and heel of the left foot but with re- 
markably little limp. X-rays (Fig. 6) show a 
rounding of the upper end of the femoral shaft. 
A good portion of the fibular graft has become 
incorporated into the upper femoral shaft and 
there is a pseudo-arthrosis between the rounded 
end of the graft and the acetabulum. The 
original fibular head has become fused at the 
acetabulum and a portion of the beef bone 
graft can still be visualized at the false joint.” 


SUMMARY AND COMMENT 


Excision of the upper end of the femur 
for what was probably a giant cell tumor 
was carried out twenty-six years ago. The 
utilization of a fibular graft resulted in a 
technical failure because of fracture and 
absorption of the graft. Nevertheless, a 
satisfactory functional result was obtained. 
Modern treatment of such a lesion would 
probably consist of thorough curettage and 
packing with bone chips. 


A wounD which involves the hip-joint from any aspect is likely to be 
devastating. Large vessels and nerves, more particularly the femoral vessels 
and the sciatic nerve, often are implicated and, in addition, the femur and 


the pelvic bones may be shattered. 


From “Surgery of Modern Warfare” by Hamilton Bailey (The Williams 


and Wilkins Company). 
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BONE CYST 
REGENERATION OF BONE FOLLOWING SUBPERIOSTEAL RESECTION 


Capt. Herpert C. Fett, 
United States Naval Reserve 


Lizut. Compr. FRANK X. SANSONE 
United States Naval Reserve 


AND 


Lieut. Compr. Grorce W. WestIN 
United States Navy 


N interesting case of a cyst of the 
fibula is herein reperted together 
with interesting x-ray films showing 

preoperative and postoperative status and 
the result four months after surgical 
excision. 


patient stated that on the night of admission, 
he tripped and fell down a flight of stairs at 
his home bumping his left leg against several 
steps on the landing. He attempted to get up 
and walk but noted pain in his left leg which 
seemed to ‘‘give way.”’ He stated that he had 


2 


Fic. 1. Bone cyst of fibula, showing transverse fracture through mid-portion. 
Fic. 2. Postoperative x-ray showing excision of bone cyst. 


CASE REPORT 


A. P. G., eighteen years of age, of Italian 
parentage, was admitted to the hospital on 
October 28, 1945, complaining of pain and 
swelling over the lateral aspect of the proximal 
third of the left tibial and fibular regions. The 


had a similar episode of injury to his left leg 
two years previously, for which he was bed- 
ridden for two days, but that he had been 
asymptomatic up to the present injury. 

His past medical history disclosed that he 
had had the usual childhood diseases and a 
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3 
Fic. 3. External view of specimen as removed. 
Fic. 4. View of specimen as removed, bisected at frac- 
ture site. 


questionable fracture of the left scapula four 
years previous; he also fractured a phalanx of 
the right little finger eighteen months previous. 
His family history revealed that his mother and 
father were both living and well as were three 
siblings. A systemic review was ‘essentially 
negative. 

A physical examination revealed that his 
temperature was 98.6°F.; pulse, 76; respiration, 
18 and blood pressure, 130/84. The patient was 
a well developed, well nourished, white Italian 
male complaining of pain in the left leg. His 
head, eyes, ears, nose and mouth were all 
normal. The heart had a normal rate and 
rhythm with no murmurs. His lungs were clear 
to percussion and auscultation. The abdomen 
was normal. There was a lesicn 1 cm. in 
diameter on the dorsum of the pen.s which was 
moist and had a serous crust covering. Skeletal 
examination was normal except for the left leg. 
There was moderate swelling and tenderness 
on the lateral aspect of the proximal third of 
the fibula. There was no bone tenderness over 
the tibial crest or medial side. There was no 
limitation of motion of either ankle or knee. 

X-ray examination of the left leg revealed a 
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Fic. 5. X-ray taken four months postoperatively, 
showing regeneration of fibular bone. 


long, elliptical enlargement of the proximal 
third of the fibula. The periosteum was broken 
bilaterally at its central portion which was be- 
lieved to represent an incomplete fracture at 
this site. The change had the appearance of a 
large bone cyst. (Fig. 1.) X-ray examination 
of all the other long bones of the body failed 
to reveal any evidence of bone or joint 


abnormality. 


The laboratory studies showed: Red blood 
cells, 4,650,000; hemoglobin, 15.5 Gm.; white 
blood cells, 8,900; differential: 59 per cent seg- 
mented polys; 2 per cent eosinophiles; 39 per 
cent lymphocytes with no non-segmented forms, 
basophiles or monocytes. The sedimentation 
rate was 5 mm., per hour while the urine 
examination for Bence-Jones protein was nega- 
tive. The blood calcium was 11 mg. per 100 cc., 
blood phosphorus, 4.7 mg. per 100 cc., blood 
alkaline phosphatase, 4.1 Bodansky units. Four 
repeated blood Kahn tests were negative. 

Course and treatment. The penile lesion 
healed spontaneously without evidence of 
venereal infection. The patient was operated 
upon on November 9g, 1945. Under pentothal 
anesthesia and with an Esmarch tourniquet 
placed at the mid-thigh a 20 cm. incision was 
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made lengthwise over the lateral aspect of the 
left fibula. The muscle masses were separated 
along fascial planes and the tumor was ex- 
posed. The periosteum was stripped from the 
normal looking bone and the bone was parted 
with a Gigli saw about 1 cm. proximal to and 1 
cm. distal to the pathologic appearing bone. 
The entire specimen, measuring 18 cm. in 
length, was then dissected free from the sur- 
rounding muscles and removed en bloc. The 
large cystic area, measuring 3 cm. in diameter, 
in the central portion had a paper-thin cortex 
and contained clear, greenish-colored, thick, 
fluid material. There was a transverse fracture 
through the mid-portion of the large cyst. A 
culture was taken of the cystic fluid and was 
reported as positive for Staphylococcus albus, 
mannitol fermenting. 

The wound was closed in layers with No. o 
chromic catgut and No. o nylon to the skin. 

The pathologic report on the specimen was 
as follows: Macroscopically, the specimen con- 
sisted of two masses of bone measuring 9 by 2 
by 3 cm., having a wedge-shaped contour and 
a cystic enlargement of the one end with a thin, 
-outer envelope of cortex. Microscopically, the 
section showed bone trabeculae with many 
osteoblasts, much fibrosis and many cystic 
spaces containing free blood. The diagnosis was 
bone cyst. 

The patient was given penicillin, 30,000 units 
every three hours, intramuscularly for eight 


Fett et al.—Bone Cyst 


DECEMBER, 1047 


days following the operation and ran an 
afebrile course. All sutures were removed on the 
eleventh postoperative day and the wound 
appeared well healed and clean; he was am- 
bulatory with minimal symptoms. 

One month postoperatively, the patient dis- 
closed a small area of redness and swelling in 
the lower part of the incision which appeared 
to be a small hematoma. He was given penicillin 
and hot packs and a few days later two small 
draining sinuses appeared from which a culture 


‘was attained and was reported as non-hemoly- 


tic Staphylococcus albus. The patient was kept 
on penicillin and hot packs until January 27, 
1946, when the wound was found to be dry. He 
then was sent on convalescent leave and, after 
being dry for eight weeks, he was discharged for 
duty. 

X-rays were taken immediately postopera- 
tively and four months postoperatively, the 
latter of which showed considerable regenera- 
tion of the fibula at the site of operative excision 
of the bone cyst. No union appeared to be 
established between the short proximal end and 
the longer distal end of the fibula. This area of 
bone regeneration presented several round or 


oval areas of diminished density which gave 


this new bone a cystic type of appearance. 
There was nothing to suggest any malignant 
change in this area. The mineral content of the 


proximal and distal fibular fragments con- 
tinued to be good. 
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HEREDOFAMILIAL CLEFT FOOT DEFORMITY* 
(LOBSTER-CLAW FOOT OR SPLIT FOOT) 


Henry W. MeyerpIinc, M.D. AND 


Section on Orthopedic Surgery, Mayo Clinic 


Jackson E. UpsHaw, M.D. 
Fellow in Orthopedic Surgery, Mayo Foundation 


Rochester, Minnesota 


“lobster-claw foot”’ or “split foot,”’ 
is a rare congenital deformity which 
has a definite tendency toward hereditary 
transmission. There are many variations 
of the deformity, and an exact or uniform 
description of it cannot be given, but the 
following general statements may be made: 
The usual deformity is one in which a cleft 
occurs at the second or third digit and 
extends a variable distance up the forefoot, 
perhaps involving even the tarsus, and is 
associated with a defect or absence of bones 
in proximity to the cleft. The portions to 
either side of the cleft are molded into a 
somewhat conical form usually terminating 
in distorted joints and giving an appear- 
ance not unlike that of a lobster claw. 
Grand and Dolan, in 1936, reviewed the 
extant literature on cleft foot, reported 
three cases of their own and believed that 
all four extremities show the deformity, 
that the hands are never defective in the 
absence of the deformity of the foot nor 
is one foot ever deformed alone. The 
variations in the degree of the defect are 
many and may involve from one to four 
toes occasionally including the tarsus. The 
digits most commonly affected are those 
adjacent to the cleft. The first and fifth 
toes in the majority of cases escape. It is an 
invariable rule that the proximal bone is 
never absent when a corresponding distal 
one is present. Of the metacarpal bones 
which remain those bearing terminal pha- 
langes are usually considerably thickened 
while those which have no phalanges show 
hypoplasia. 
In our review of the literature through 
1945, and in study of our patients, we have 


‘Oxi foot, sometimes known as 


found nothing in conflict with the state- 
ments of Grand and Dolan. The deformities 
of the hand which accompany cleft foot are 
extremely variable; they include hands 
with webbed fingers, long thumbs, no 
thumbs, crooked thumbs, no fingernails, 
cleft fingernails, small fingernails and 
missing fingers. | 

The etiology of cleft foot and deformities 
of the hand has been made the subject of 
study by many geneticists. Recorded in the 
literature are many instances in which cleft 
foot anomalies have been traced through 
several generations. The cleft foot anomaly 
may be explained as a mendelian dominant 
character in which the distribution and 
ratio of the affected and unaffected persons 
is in accord with a single gene interpre- 
tation. The hereditary character is as- 
sumed to be completely dominant over the 
normal condition. More males than females 
are affected but there is not sufficient 
evidence to warrant consideration of the 
character as a sex linked, sex influenced or 
sex limited trait. 

Before an attempt is made to treat these 
cleft foot anomalies for correction of de- 
formity and to improve function it is 
necessary to have roentgenograms made in 
at least two planes in order to determine 
the exact bony structure present. The mere 
suturing of soft tissues after excision of 
the cleft may result in failure. In the feet 
proper, weight-bearing is essential and to 
obtain this osteotomy or excision of bone 
usually is required for permanent results. 
Care in preservation of the blood supply 


to the remaining digits is necessary for in’ 


these conditions the blood supply to the 
digits often is anomalous. The postoper- 


* An operation devised for correction of deformity. 
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Fic. 1. Left foot, showing: a, marked hallux valgus and flexion de- 
formity with bunion over the left great toe; b, congenital fusion of the 
first metatarsal bone with the internal cuneiform bone; c, congenital 
fusion of the cuboid, middle and external cuneiform and navicular 
bones; d, distal articulartion of the fourth and fifth metatarsal bones 
with the middle phalanx of the fifth toe. This drawing shows the 


actual fusion found at operation. 


ative dressings must be carefully applied to 
allow for swelling. The circulation of the 
digits should be observed frequently after 
operation and, on the first evidence of im- 
paired circulation, the dressings should be 
loosened. The first indications of impaired 
circulation usually are pain and swelling 
followed by cyanosis, with cold, clammy, 
sweaty digits. Elevation of the foot post- 
operatively will aid in keeping swelling to 
a minimum. The retentive dressing, plaster 
of paris casts or splints which maintain the 
corrected position resulting from surgery 
must be kept on until the bony parts have 
become firmly united. The use of specially 
built shoes postoperatively often is re- 
quired. In some cases in which the de- 


formity is not severe, specially built shoes 
may be all that is required. 

The following case illustrates the cleft 
foot deformity and its surgical correction. 


CASE REPORT 


A white boy, fifteen years old, was admitted 
to the Mayo Clinic on June 20, 1946. He had 
been born with a congenital, bilateral lobster 
foot deformity in which there was a cleft of the 
forefoot between the first and fourth metatarsal 
bones with congenital absence of intervening 
structures. There was also a congenital web 
between the third and fourth fingers of the 
left hand. When the patient was six years of 
age, the clefts of the forefeet had been partially 
closed by a simple plastic procedure, performed 
elsewhere, without any bony reconstruction. 
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Fic. 2. a, Preoperative lateral roentgenograms; b, postoperative view of the same foot. The rudimentary joints 
appearing in these roentgenograms do not show the extent of fusion found at operation. 


The boy had been able to walk well and had 
suffered no pain in the feet until he was fourteen 
years of age. At this time, he had begun to 
experience some pain from a “bunion”’ over 
the medial aspect of the head of the first 
metatarsal bone of the left foot. Accordingly, in 
the spring of 1945, a “‘bunionectomy” was 
performed elsewhere. After the operation 
marked hallux valgus deformity developed on 
the left with a painful bunion. The deformity 
of the great toe forced the patient to walk on 
the lateral aspect of the foot holding the foot in 
some degree of inversion. The marked hallux 
valgus deformity of the left foot, with its 
accompanying painful bunion and fixed inver- 
sion of the foot on walking, occasioned the 
patient’s visit to the clinic. 

Physical examination revealed congenital 
absence of the second and third metatarsal 
bones and the second, third and fourth toes in 
each foot with a cleft in the skin between the 
first and fourth metatarsal bones. Old oper- 
ative scars at the base of the cleft indicated 
where the proximal aspect of the clefts had 
been closed previously. Hallux valgus was not 
present on the right and the foot exhibited 
no eversion or inversion on weight-bearing. 
Marked hallux valgus, with a bunion over the 
medial aspect of the head of the first metatarsal 
bone, was present on the left. (Fig. 1.) The 
nature of the hallux valgus deformity was such 
as to cause dorsal deviation of the first meta- 
tarsal bone and inversion of the foot upon 
walking. Slight varus of the forefoot also was 
present. Scars were present between the third 
and fourth fingers of the left hand as a result of 


operative procedures carried out elsewhere to 
separate a congenital web between these two 
fingers. Function was normal in the fingers 
except for slight limitation of extrusion of the 
third finger. The remainder of the general 
physical examination yielded negative results. 

Roentgenograms of the feet (Fig. 2a) re- 
vealed a congenital absence of the second and 
third metatarsal bones and phalanges of the 
second, third and fourth digits bilaterally. 
Congenital fusion of the navicular bone with 
the cuboid, middle and external cuneiform 
bones and the internal cuneiform bone with 
the first metatarsal bone was seen bilaterally. 
Rudimentary joints could be seen in the 
roentgenograms outlining the joints about the 
cuneiform bones but on examination they were 
found to be fused. On the left, marked hallux 
valgus with medial and partial plantar disloca- 
tion of the proximal phalanx was seen. Results 
of roentgenograms of the thorax were negative. 
Routine examinations of the blood and urine 
revealed nothing abnormal and a serologic 
examination gave negative results. 

On July 2, 1946, osteotomy was carried out 
on the fourth and fifth metatarsal bones. About 
34 inch (1.9 cm.) of the fourth metatarsal bone 
was excised; this permitted the deformed lateral 
portion of the foot and fifth toe to be brought 
mesially and somewhat dorsally. About three- 
fourths of the proximal phalanx of the great toe 
was resected and heavy scar tissue was removed 
to allow swinging of the great toe from its 80 
degree lateral deformity into proper alignment 
forward. A dimple on the ball of the foot and a 
scar from the previous operative incision were 
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excised to facilitate approximation of the 
lateral and medial portions of the foot. The 
patient preferred not to have the right foot 
operated upon at that time. 

On the ninth postoperative day, a cast ex- 
tending from the toes to the knee was applied 
and the patient was permitted to be up on 
crutches and to return home. On August 8, 
1946, five weeks postoperatively, the patient 
returned for re-examination. The cast was 
removed and the wounds were found to be 
healed. There was a much improved weight- 
bearing surface and a more normal appearing 
foot than existed prior to operation. (Fig. 2b.) 

The patient returned to the clinic on July 7, 


1947, for operation on the right foot, for he was 
very much pleased with the benefit derived 
from the operation on the left foot. Hence, a 
similar operation was performed on the right 
foot, after which a cast was applied. The cast 
was removed at the end of three weeks, at 
which time the wounds had healed, with pri- 
mary intention. The stitches were removed and 
the patient returned home on July 30, 1947, 
with instructions to wear a cast, which we 
applied for three months. 
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Announcement: The American Urological Association offers an annual 
award of $1,000 (first prize of $500, second prize $300 and third prize $200) 
for essays on the result of some clinical or laboratory research in urology. 
Competition shall be limited to urologists who have been in such specific 
practice for not more than five years and to residents in urology in recog- 


nized hospitals. 


For full particulars write the secretary, Dr. Thomas D. Moore, 899 
Madison Avenue, Memphis, Tennessee. Essays must be in his hands before 


March 1, 1948. 
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A DANGER SIGNAL IN TRAUMATIC ANTERIOR | 
DISLOCATION OF THE HIP 


Lieut. Cor. C. Frep GorrINGER 
Medical Corps, Army of the United States 
Philadelphia, Pennsylvania 


REVIEW of the literature reveals no 
mention of dilatation of superficial 
veins occurring after anterior hip 

dislocations. 


CASE REPORT 


A thirty-seven year old white soldier was 
admitted to an overseas Army General Hospital 
on September 2, 1945, in severe shock. The 
weapons carrier which he had been driving had 
crashed into a tree causing the following in- 
juries: (1) Fracture, comminuted, lower half 
left femur and fracture, compound, commi- 
nuted, upper half of left tibia involving the 
knee joint, severe; (2) dislocation, simple, 
anterior type, hip, right, severe and (3) multiple 
lacerations, superficial. 

The patient was in considerable shock and 
was somewhat irrational. Examination revealed 
markedly dilated veins measuring 1 to 2 cm. in 
diameter over the inner aspects of the right 
thigh and leg along the saphenous distribution. 
There was slight cyanosis of the foot. No 
pulsations were present in the posterior tibial 
artery or dorsalis pedis artery. The right lower 
extremity was held in abduction, external rota- 
tion and slight flexion at the hip. The knee was 
flexed and the lateral aspect of the right foot 
was resting on the floor. There was a marked 
prominence in the right femoral trigone region. 
The femoral pulse could be felt immediately 
above this area. The swelling was obviously 
bony in character and rotation of the hip 
caused motion of this mass which was identified 
as the head of the femur. 

There was a gaping wound over the lateral 
aspect of the left upper leg. The left knee joint 
was greatly swollen. There was deformity in the 
region of the left knee joint. Swelling was 
moderate in the upper leg region. 

Immediate treatment consisted of splinting 
of the lower extremities in Thomas leg splints. 
The wounds were temporarily dressed and 
shock treatment instituted for the next four 


hours. Three bottles of plasma and two pints of 
matched citrated blood were given intra- 
venously. Blood pressure reached a level of 
130/80. Medication consisted of one 14 gr. dose 
of morphine on admission, and one 14 gr. dose 
of morphine along with 1459 of atropine sub- 
cutaneously before operation, penicillin 40,000 
units intramuscularly, and tetanus toxoid 1 cc. 
subcutaneously. Oxygen was administered be- 
fore and during the operation. 

Operation was started five hours after injury 
and was performed under satisfactory sodium 
pentothal anesthesia supplemented by oxygen. 
Kirschner wires were inserted into the lower 
left femur and into the upper and lower por- 
tions of the left tibia for subsequent reduction 
and suspension traction. The left leg wounds 
were débrided and dressed with sulfanilamide 
powder locally and vaseline gauze. Attention 
was then directed to the right hip. The pelvis 
was supported manually against the table by 
two assistants. The operator gently flexed the 
right thigh with moderate manual traction. The 
hip was slowly rotated internally with adduc- 
tion. The head was felt to snap but careful 
examination revealed that the head had dis- 
located posteriorly. The extremity had assumed 
a position of flexion, internal rotation and 
adduction. A maneuver consisting of rotation, 
flexion, and moderate traction allowed satis- 
factory reduction of the head into the acetabu- 
lum. Just prior to the latter manipulation, the 
patient’s respirations became accelerated with 
increasing hyperpnoea. Cyanosis developed and 
breathing gradually ceased. This episode took 
place in an interval of approximately three 
minutes. Last minute measures consisted of 
artificial respiration and injection of adrenalin 
into the jugular vein. During the operation, 
intravenous whole blood had been administered. 
Auscultation immediately following the change 
in the patient’s condition and just prior to 
death revealed rapid, weak heart sounds and 
harsh breath sounds. 
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COMMENT 


It was the consensus of the staff mem- 
bers, who were present during the opera- 
tion, that death was due to the dislodgment 
of a thrombus in the right femoral vein and 
pulmonary embolism. This occurred pre- 
sumably when the pressure of the femoral 
head against the great blood vessels was 
relieved during the reductions of the head 
into the acetabulum. The chain of events 
leading to the sudden change in respira- 
tions, particularly at the instant of hip 
reduction, seems to indicate that the locus 
of thrombus formation had occurred in the 
right femoral region during the five-hour 
period prior to reduction. There had been 
marked venous engorgement of the long 
saphenous system prior to reduction. The 
possibility of fat embolism was considered. 
The pulse and respirations were rapid and 
blood pressure was normal about five 
minutes prior to death. Sudden exodus 
occurred simultaneously with manipulative 


reduction of the hip. It was a little early for 


fat embolism to have occurred although 
early cases have been reported. 

Anatomic diagnosis following autopsy 
was as follows: (1) Fracture, compound, 
comminuted, upper half of tibia, left, into 
knee joint; (2) fracture, simple, commin- 
uted, lower half of femur, left, into knee 
joint; (3) multiple lacerations, superficial; 
(4) dislocation, anterior type, traumatic, 


Goeringer—Dislocation of Hip 
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hip, right, post-reduction; (5) embolism 
pulmonary, probable site of origin from 
femoral vein, right. 

Autopsy Procedure on Right Hip Joint. 
A Smith-Petersen approach was made into 
the right hip joint. The head had been 
satisfactorily reduced in the acetabulum. 
The femoral head was dislocated by 
manipulation. Direct vision indicated that 
the head of the femur caused pressure 
against the posterior aspect of the great 
vessels in the femoral region. Section of 
these vessels, however, revealed no evi- 
dence of thrombus formation. The head 
was then carried through the same maneu- 
ve: that had been attempted just prior to 
death and a posterior subluxation occurred. 
When the method of manipulation was 
reversed, a stable reduction was accom- 
plished. The joint capsule was intact but 
there was evidence of relaxation. 

Comment. If reduction of the hip could 
have been accomplished sooner than it was, 
death might not have occurred. The delay 
necessitated by shock treatment and the 
taking of x-rays in all probability con- 
tributed to thrombus formation in the 
femoral trigone region. 

Venous engorgement of the saphenous 
system should serve as a sharp warning for 
the need of early reduction of anterior hip 
dislocations due to trauma if thrombosis 
and embolism are to be avoided. 
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SIMULTANEOUS OCCURRENCE OF MULTIPLE PRIMARY 
CARCINOMAS WITHIN THE ABDOMINAL CAVITY* 


KENNETH B. Hanson, M.D. AND 


Chief, Surgical Service, St. Mary’s Hospital 


Joun T. Crone, M.D. 
Chief, Rectal Clinic, St. Mary’s Hospital 


Cincinnati, Obio 


HE following case of adenocarcinoma 

of the sigmoid colon and a papillary 

cyst adenocarcinoma of the ovary is 
reported because of the rarity of the 
occurrence of two separate and unrelated 
carcinomas in the same patient. The case is 
also of interest because of the sudden onset 
of the few symptoms in a patient appar- 
ently in good health until the present 
illness. 


CASE REPORT 


Mrs. E. C., a white female, aged fifty-five, 
was admitted to the hospital on August 25, 
1946, with the chief complaint of abdominal 
distention and obstipation. The patient appar- 
ently had been in good health until July 25, 
1946, at which time she suddenly became 
constipated. Three days later she noted in- 
creased abdominal growling, became alarmed 
and consulted her family physician. The pre- 
scribed therapy failed to control the symptoms 
which increased in severity and were accom- 
panied by abdominal distention and constant 
cramp-like pains. The odor of food nauseated 
the patient and she began to vomit frequently. 
On August 5th, she sought the advice of a 
second physician and three days later, after 
numerous enemas and laxatives, the bowels 
moved for the first time in two weeks. During 
the next few days there was slight bowel action, 
the stool being soft and small in amount. On 
August 12th, the patient again reported consti- 
pation. Two days later she was referred to a 
roentgenologist for a gastrointestinal exami- 
nation during the first part of which she drank a 
glass of barium suspension and afterward re- 
turned home. That night she became acutely 
ill and failed to complete the roentgen-ray 
examination. The earlier symptoms of ab- 
dominal distention and cramp-like pains re- 
curred and on August 24th a third physician 


advised immediate hospitalization.t The previ- 
ous medical history of the patient was irrelevant. 

On admission the patient appeared acutely 
ill. The skin was pale and dry; the oral temper- 
ature was 101°F. The significant physical 
findings, with the exception of small grade I in- 
ternal hemorrhoids, were limited to the abdomen 
which was markedly distended and tympanitic 
throughout, with tenderness to palpation in the 
left lower quadrant. Sigmoidoscopic examina- 
tion, extending as high as 24 cm., revealed no 
abnormalities. 

The laboratory data on admission August 25, 
1946, were as follows: Examination of the blood 
revealed a red cell count of 4,890,000, a hemo- 
globin content of 15.8 Gm. per 100 cc., and a 
white cell count of 6,400 with a differential 
count of polymorphonuclears 69 per cent, 
lymphocytes 28 per cent, and monocytes 3 per 
cent. Urinalysis of a voided specimen showed 
a 2 plus turbidity, 3 plus acetone and many 
pus cells. Blood chemistry studies showed the 
non-protein nitrogen to be 76.5 mg. per cent,. 
plasma chlorides 498 mg. per cent and the 
plasma protein 5.55 mg. per cent. The blood 
type was AB. Roentgen-ray findings from a 
flat plate of the abdomen made at the time of 
admission revealed barium outlining the large 
bowel. No barium could be visualized in the 
rectum, suggesting that there was an obstruc- 
tion in the large bowel near the rectosigmoid 
junction. 

Fluoroscopic examination on August 28th 
showed the large bowel still distended and out- 
lined by the barium. At this time a left trans- 
verse colostomy and cecostomy was done to 
wash out the barium and relieve the obstruc- 
tion. The immediate postoperative condition of 
the patient was good and the symptoms of ob- 
struction rapidly disappeared. 

Thirty-seven days later, on October 4th, a 


¢ Case referred through the courtesy of A. J. Hues- 
man, M.D. 


* From the Surgical Service, St. Mary’s Hospital, Cincinnati, Ohio. 
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Miles type of combined abdominoperineal re- 
section and a.radical Wertheim hysterectomy 
were done. A bowel segment 38 cm. in length 
was removed incorporating the sigmoid colon 
with the adjacent mesenteric tissue, the rectum, 
a section of anal skin and fatty tissue. No 
lymph node enlargement was noted at this 
time. There were no metastases to the liver. 
The patient reacted well postoperatively. The 
colostomies were subsequently closed proximal 
to the lesion and the patient was discharged 
from the hospital January 16, 1947. 

The pathologist’s report was as follows: A 
tumor mass on the right ovary consisted of a 
multilocular cyst with a glistening translucent 
surface, measuring 12 cm. in diameter, con- 
taining turbid mucinous fluid. The lining was 
smooth and membraneous except for clusters 
of soft, light tan adenomatous cysts, the largest 
measuring 4 cm. in diameter, implanted on its 
surface. In another area of the tumor mass 
there was a cluster of small cysts containing 
serous and pseudomucinous fluid. Micro- 
scopically, the tumor tissue was papillary 
adenocarcinoma, with numerous acini of irregu- 
lar size, some of which contained mucoid 
material. The nuclei were hyperchromatic. 
There was some invasion of the underlying 
stroma by the epithelial cells. Areas of necrosis 
occurred throughout the tumor. The remaining 
portion of the right ovary had a thickened 
tunica and measured 4 cm. in length. On sec- 
tion, the normal tissue had been replaced by a 
mass of soft, pultaceous, light tan irridescent 
material. The left ovary macroscopically was 
not remarkable but on section there was a large 
area of degenerating material mixed with a 
fibrous stroma containing numerous clefts 
formed by giant cells and distended phagocytes 
filled with a brown pigment. Beneath the serosa 


‘near the fundus of the uterus was a small 


myomatous tumor 2 cm. in diameter consisting 
of benign intertwining smooth muscle fibers. 
The endometrium was soft, pinkish red and 
atrophic except for a small polyp 4 mm. in its 
greatest extent; microscopically, the endo- 
metrium was not remarkable. 

In the sigmoid colon 29 cm. from the anus 
was a constricting annular tumor 2.5 cm. in 
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its largest extent. It involved the entire circum- 
ference of the mucosal surface except for a 
narrow section 9 mm. in width. The tumor was 
a primary adenocarcinoma, grade 3, arising 
from the mucous membrane and involving all 
the layers of the intestinal wall except the 
serosa which grossly did not appear to be 
invaded. The mucosal portion of the tumor was 
sharply delimited peripherally from the adja- 
cent normal appearing mucosa. The tumor cells 
contained moderately anaplastic mitotic fig- 
ures. There were no discernible lymph nodes in 
the mesentery segment either at the tumor site 
or elsewhere along the portion of bowel re- 
moved. A small white nodule in the areolar 
fatty tissue proved on section to be metastatic 
adenocarcinoma. 

Diagnosis: A diagnosis was made of (1) papil- 
lary cyst adenocarcinoma of the ovary, (2) 
adenocarcinoma of the sigmoid colon, grade 3 
with metastasis and (3) leiomyoma uteri. 


Comment. While the condition of mul- 
tiple primary carcinomas is not rare, the 
simultaneous occurrence of multiple prim- 
ary carcinomas within the abdominal 
cavity is quite rare. Within the ten-year 
period of 1936 to 1946 no instance of this 
was found in the records of St. Mary’s 
Hospital, Cincinnati, Ohio. At Memorial 
Hospital,* New York, there have been 370 
cases of multiple primary carcinomas in the 
past ten years. In some of these the tumors 
did not occur simultaneously; in no case did 
two separate and independent [lesions 
develop simultaneously within the ab- 
dominal cavity. 


SUMMARY 


A case is reported of the occurrence in 
the same patient of two simultaneously 
growing primary carcinomas,- the one a 
papillary cyst adenocarcinoma of the 
ovary, the other an adenocarcinoma of the 
sigmoid colon, grade 3, with metastasis, 
together with a leiomyoma uteri. 


* Personal communication, John I... Pool, M.p. 
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HIP NAILING BOARD 


Homer H. Srrvker, M.D. 
Orthopedic Surgeon, Borgess Hospital 
Kalamazoo, Michigan 


holder is not always available when 

and where the surgeon wishes to 
nail a hip. An extra assistant may not be 
available to hold the leg during the opera- 
tion. A combination cassette and leg 
holder placed on any operating table solves 
these two problems. The reduction is 
accurately maintained during the operation 
and the taking of x-rays is facilitated. 
(Figs. 1 to 4.) 

The combination cassette and leg holder 
replaces the center section of the pad on 
any operating table. The cassette is in- 
serted from the side opposite the hip to be 
nailed and the x-ray is operated from the 
same side. After anesthesia is induced neck 
fractures are reduced by the Leadbetter 
method; the foot of the table is dropped 
and the leg of the patient is locked in in- 
ternal rotation with the knee flexed at an 
80 degree angle. The opposite leg is like- 
wise locked to “fix” the pelvis. A small 
pillow or pad is placed under each knee to 
protect the peroneal nerve. Only the opera- 
tion site need be prepared. A sterile lap 
sheet is used to cover the patient. 

The table is tipped in a Trendelenburg 
position so that the pull of the body on the 
inclined plane will produce sufficient trac- 
tion to maintain proper valgus position of 
the head of the femur. A 10 to 20 degree 
angle will suffice for neck fractures while a. 


“\ orthopedic table with a cassette 


30 to 40 degree angle may be required for | 


intertrochanteric types. Neck fractures re- 
quire maximum internal rotation; trochan- 
teric fractures may reduce better by plac- 
ing the femur in neutral position or slight 
external rotation. 


Fic. 1. Position of hip nailing board on operating 
table, showing cassette partially inserted. 
After guide wires, nail or pins are in- 

serted lateral x-rays are best taken by 

unlocking the leg and holding it in a posi- 
tion of abduction, flexion and external 
rotation. The operator may thus position 
the leg by unlocking the holder and grasp- 
ing the knee and ankle through the sterile 
drapes. This brings the neck parallel to the 
cassette and the position of the tube need 
not be changed. If preferred, lateral x-rays 
may be taken without unlocking the leg by 
positioning the tube to shoot past the 

opposite knee with the casette held in a 

sterile pillow case obliquely against the hip. 
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Fic. 2. Preoperative position of patient. 7 
> Fic. 3. Trendelenburg position for traction with leg locked in internal rotation. — 

4 

Fic. 4. Position for taking lateral x-rays of the 2 

femoral neck. 
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injuries to, in industry, 346 

retractor for, 103 
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Analgesia, spinal, and adrenalin, 189 
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inhalation, convulsions during, 33 
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Battle casualties 
bone grafting for, 129 
care of, 680 
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Bile duct, perforation of, 811 
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Block, nerve, in hypertension, 66 
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irradiation, 440 
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Board for nailing of hip, 895 
Bone 
chisels, 497 
cyst, 886 
grafting for war injuries, 129 
matrix and its replacement with artificial substitutes, 
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pioneer architects in (Bo.B.), 109 
Bowel, fistulas of, closure of, 163 
Brain injuries and skull fractures, 502 
Breast 
carcinoma, metastatic manifestations of, 844 
female, fat necrosis of, 117 
Brooklyn Anatomical and Surgical Society (Bo.B.), 112 
Burns 
care of patient with, 296 
chemical, of cornea, 373 
infected, 216 
of forearm and plastic reconstruction, 834 


Co of prostate (E.), 383 


Carcinoma 
and perforation of sigmoid, 824 
irradiation on dermatitis and, 735 
of breast, 844 
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of thyroid gland in children, 8 
Care of burned patient, 296 
Cartilage injuries of knee joint, 646 
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nervous system in, 527 
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Chemotherapy 
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Children 


carcinoma of thyroid gland in, 8 
cholecystitis and cholelithiasis in, 27 
Chin, underdeveloped, 39 
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Chisels for bones, 497 
Cholecystitis in the young, 27 
Cholelithiasis in the young, 27 
Cleft foot deformity, heredofamilial, 889 
Clostridial myositis, 752 
Closure of colostomies and fistulas of bowel, 163 
Colostomies, closure of, 163 
Complications, postoperative, x-ray in, 414 
Convulsions during inhalation anesthesia, 33 
Cord, spermatic, torsion of, go 
Cornea, chemical burns of, 373 
Correction 

of facial paralysis, 654 

of scar contractures of hand, 622 
Curare-cyclopropane, 411 
Cutis graft in treatment of trauma, 732 
Cyst, enteric, 226 


ive pioneer architect in bone (Bo.B.), 109 


Defects, fascial, repair of; with periosteum, 614 
Dermatitis, irradiation, and carcinoma, 735 
Disability, shortening of, following trauma, 705 
Disease, Hirschsprung’s, 815 
Dysgerminoma of ovary, 854 
Dislocation 

anterior, of hip, 893 

traumatic, incurred in jeep accidents, 586 
Diverticula and out-pouchir zs of gastrointestinal tract, 

462 

Drill punch for biopsy, 107 


emo. traction wire for injuries to, 770 


Emergency, postoperative, x-ray in, 414 
Endometriosis of umbilicus, 827 
Esophagoplasty, jejunal, 69 

Esophagus, thoracic, anterior, 69 

Eye care, emergency, 368 

Eyelids, reconstruction of, 838 


Free, reconstruction of, 838 


Facial paralysis, correction of, 654 
Fallopian tube, amputation of, 850 
Fat necrosis of female breast, 117 
Femur 

fracture of neck of, 535 

replacement of, with fibular graft, 882 
Finder and screw driver for screws, 380 
Fingers, traction splint for, 747 
Fistulas of bowel, closure of, 163 
Fixation 

internal, for fractures of os calcis, 687 

internal, in compound fractures, 698 ~ 


Subject Index 


American Journal of Surgery QOT 


Fixation, internal, in fractures of neck of femur, 535 

of fracture by transarticular pin, 24 
Flexor tendon repair, 315 
Forearm, burns of, and plastic reconstruction, 834 
Foot 

anomalies of, 64 

deformity of, 889 
“Foreign body perforation of sigmoid and carcinoma, 824 
Fracture 

ankle, control of, 24 

compaqund, internal fixation in, 697 

depressed, of skull, 80 

fixation by transarticular pin, 24 

nervous system in, 527 

of neck of femur, 535 

of os calcis, 378 

treatment of, 687 
of skull and brain injuries, 502 


( Nallstone ileus, 86 


Genitourinary tract, injuries to, 346 
Gestation, tubal, ectopic, 100 
Gland, thyroid, carcinoma of, 8 
Glycerite of hydrogen peroxide and healing time in 
anorectal surgery, 428 
Gouges for bones, 497 
Graft 
cutis, in treatment of trauma, 732 
fibular, for replacement of femur, 882 
tendon, 315 
with bone in war injuries, 129 
Gutter, colonic, adhesions in, 187 


hia of extensively injured, 241 


Hand 
scar contractures of, 622 
traction splint for, 747 
Hawley’s speech, 677 
Heart 
conditions and abdominal symptoms, 49 
penetrating wounds of, 721 
Hemihysterectomy in bicornate uterus and cesarean 
section, 856 
Hemorrhage, intra-abdominal, during pregnancy, 867 
Hemorrhoidectomy, 455 
Hernia 
diaphragmatic in newborn, 830 
inguinal, 14 
with appendix and cecum in scrotum, 833 
umbilical, incarceration of stomach in, 96 
ventral, 136 
Herniotomy and appendectomy, 444 


4 
~ 

4 

“ 
~ 

J 
3, 
a 
Sh 
; 
7 


go2 American Journal of Surgery 


Hip 

anterior, dislocation of, 893 

joint, injuries to, 586 

nailing board, 895 

operations following trauma, 598 
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Pancreas, pseudocyst of, 805 
Paralysis 

facial, correction of, 654 
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Suture 
buried, removable, for tendon ruptures, 758 
tension, technic with, 470 
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Captain Donald Petit 


Hyperparathyroidism and Pregnancy . Lieut. Col. Randolph Lee Clark 


Intra-abdominal Hemorrhage during Preg- 


Lee Rademaker . 
Placenta Accreta . I. Rivers Hansen 
Robert La Rue . 
Primary Ovarian Pregnancy of Four Months . P. D. Badia 
Ovarian Pregnancy . . . Robert J. Crossen . 
Replacement of Upper End of the Femur with Roy D. McClure 
Capt. Herbert C. Fett . 
ee ee Lieut. Comdr. George W. Westin . 
Heredofamilial Cleft Foot Deformity (Lobster- {Henry W. Meyerding. . . | 889 
‘Claw Foot.or Split Foot). . . . . .\|JacksonE. Upshaw . 
Danger Signal in Traumatic Anterior Disloca- 
tionofthe Hip. . . . . Lieut. Col. C. Fred Goeringer. . 893 
Simultaneous Occurrence of Multiple Primary Kenneth B. Hanson . . . .. 89 
Carcinomas within the Abdominal Cavity |Jobn T. Crone. 3 
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Just to prove SAFTIFLASK SOLUTIONS safe! 


Take it from us! Pyrogens in Saftiflask Solutions 
don’t stand the chance of a snowball in—well—when 
the Cutter testing staff gets rolling. 


They’ve rigged up every conceivable test to rule 
out solutions that could cause reactions. Tests for 
aerobic and anaerobic contamination—for molds — 
for chemical identity and purity. Then they shoot ’em 
into rabbits, to make sure every batch is reaction-free. 


They’re never satisfied—these sons of a Missouri 
mule. Someday, they say, they’re going to hatch the £3 
test that proves solutions perfect. Meantime, they . 
promise you Saftiflask Solutions as safe as a biological 
lab can make them. 


Add to such safety the convenience of Saftiflask 
technic—and you have the ideal I. V. setup for your 
hospital. Assembled complete, Saftiflasks 
require only injection tubing to be ready 
for smooth, trouble-free administration. 
But see Saftiflasks in action to prove it 
to yourself. Your Cutter representative 
will be glad to demonstrate. 


CUTTER LABORATORIES 


BERKELEY, CALIFORNIA + CHICAGO + NEW YORK 
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‘THE RUDDOCK PERITONEOSCOPE 


Peritoneoscopy is the procedure of visualizing the peritoneal cavity and its 
contents by means of an optical instrument. The Ruddock Peritoneoscope 
allows one to see, through a mere puncture, the diseased organs clearly 
and sharply in the peritoneal cavity without a laparotomy and with little 
discomfort to the patient. This procedure is especially ideal when a biopsy 
from tumors or tissues may be obtained after recognition of the pathology. 


The development of the Ruddock Peritoneoscope was 
prompted by the long record of successful use of existing 
cystoscopes and thoracoscopes for endoscopic examina- 
tion of body cavities, and for operating procedures. It 
follows therefore that the time proven principles and 
design features of our siandard instruments are imme- 
diately discernible in this new peritoneoscopic equip- 
ment. The characteristics of the well-known McCarthy 
*Foroblique Visual System were found to ideally provide 
the natural telescopic picture so necessary for rapid and 
precise interpretation. 


Departures from standard design were made 
whenever changes aided the ‘specific require- 
ments or enhanced the niceties of technique. 


The illustration at the right 
represents a sectional view 
showing the technique of 
pelvic examinations with 
a view of pelvic organs 
obtained through peri- 
toneoscope after pneumo- 
peritoneum is produced. 
The diagram shows th 
manipulation of the pelvi 
organs through the vagin 


ppeated in SURGERY, GYNECOL- 
AND OBSTETRICS, November, 1937, 
ume 65, 623-639, will be mailed on request. 


*Foroblique is our registered trade- 
mark io designate our obliquely 
forward visual telescopic system. 


ESTABLISHED IN 1900 BY REINHOLD H. WAPPLER 


FREDERICK WALLACE 


AMERICAN & MAKERS INC. 
241 NEW YORK 59, N. Y. 
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Pillows filled with soft, 

resilient Fiberglas Superfine 

Fibers are now being made 

by The L. Buchman Co., 

Inc., Brooklyn, New York, and by 

The Glasdown Corp., Wilkes-Barre, Pa. 


“Fiberglas is completely nonallergenic” 


In the article ‘“House Dust Allergy’’ in 
Hygeia Vol. 24, No.6 (June 1946) pp. 418- 
419, 450, is the statement: “ Being composed 
entirely of inorganic material, and being 
insoluble in watery fluids fiber glass |Fiber- 
glas*| is not capable of developing an 
allergen.” 


Here is but one of the many applications of 
Fiberglas described in the new edition of the 
booklet ‘‘Pioneering. Uses of Fiberglas Ma- 


*Fiberglas is the trade mark 
(Reg. U. S. Pat. Off.) for a 
variety of products made of or 
with glass fibers by Owens- 
Corning Fiberglas Corporation. 


terials in Medicine’. Samples of some of the 
many forms of Fiberglas and a listing of the 
medically significant properties of this unique 
material are also included. A copy of the new 
edition will be sent to you 
uponrequest.Owens-Corning 
Fiberglas Corporation, Dept. 
2026, Toledo, Ohio. Branches 
in principal cities. 


In Canada: Fiberglas Canada Ltd., 
Toronto, Ontario. 


IWENS-CORNID 
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HE ADVANTAGES OF LIPIODOL DIAGNOSIS 


Unlike classical operations wherein ana- 
tomic landmarks and operative technics 
are well established, surgery of abnormal 
pathologic tracts calls for novel landmarks 
and individualized technical procedures. 
In following the strange course of such 
tracts, the scalpel, of necessity, must ap- 
proach and by-pass vital structures. There- 
fore, Lipiodol renders important service in 
“blueprinting”’ the surgical field, whereby 
otherwise time-consuming and _ anxiety- 
producing anatomic problems become 
preoperatively predictable. 

Specifically, Lipiodol traces, outlines, 
and contrasts fistulas, draining sinuses, 
channeled soft-tissue wounds, empyema 
cavities, infected cysts, and neoplasms re- 

vealing their shape, extent, ramifications, and termination. Frequently it aids in 
establishing an accurate preoperative diagnosis. 
: Presenting a bland chemical union of iodine (40%) with poppyseed oil, Lipiodol is 
y notable for its high radiopacity, its ease of application, and its relative safety. ‘thy 


E. FOUGERA & CO., INC. 


75 Varick Street Distributors New York 13, N. Y. 
Canadian Distributors: VINANT LIMITED, 200 Vallee St., Montreal, Canada 


(LAFAY) 


A Reliable Aid in Roentgen Visualiza- 
tion of Anatomic Pathways and Cavities 


Lipiodol, made in the U.S.A., is avail- 
able in a variety of ampule sizes 
and in 20 cc. vaccine-type vials. 
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OF NEMBUTAL’S 
CLINICAL USES 


SEDATIVE 
Cardiovascular 
Hypertension ! 

Coronary disease! 

Angina ! 

Decompensation 

Peripheral vascular disease 
Endocrine Disturbances 
Hyperthyroid 
M £ al mole 


Nausea and Vomiting 
Functional or organic disease (acute 
gastrointestinal and emotional) 

X-ray sickness 

Pregnancy 

Motion sickness 
Gastrointestinal Disorders 


Cardiospasm? 


Peptic ulcer? 

Colitis? 

Biliary dysk’ -sia 

Allergic Disorders 

writability 

To combo t stimulation of 
ephedrine alone, etc.*»! 

Irritability Associated 

With I nfections* 


Restlessness and Irritability 
With Pain>.4 

Central Nervous System 
Paralysis agitans 

Chorea 

Hysteria 


Delirium tremens 
Mania 


Anticonvulsant 


Traumatic 
Tetanus 


Eclampsia 
Status epilepticus 
Anesthesia 
HYPNOTIC 
Induction of Sleep 


OBSTETRICAL 

Nausea and Vomiting 
Eclampsia 

Amnesia and Analgesia® 


SURGICAL 
Preoperative Sedation 
Basal Anesthesia 
Postoperative Sedation 


PEDIATRIC 

Sedation for: 

Special examinations 

Blood transfusions 

Administration of parenteral fluids 
Reactions to immunization procedures 
Minor surgery 


Preoperative Sedation 


Nembutal alone or '!Glucophylline 
and Nembutal, 2Nembutal and 
Belladonna, *Ephedrine and Nem- 
butal, ‘Nembudeine®, 5Nembutal 
and Aspirin, ®with scopolamine or 
other drugs. 


Yes, more than 44 clinical uses for short-acting Nembutal (see list 
at left) have been reported in the literature. Published articles— 
now in the hundreds—prove that Nembutal efficiently fills any 
short-acting sedative or hypnotic need. Depending on the purpose, 
the dosage can be controlled so that any degree of cerebral depres- 
sion—from mild sedation to deep hypnosis—is possible. Further- 
more, the dosage required is small—about half that of many 
barbiturates. Thus your patient receives the benefits of shorter 
effect, less drug to be inactivated, marked clinical safety, less 
possibility of barbiturate “hangover” —and prescription economy. 
These outstanding qualities may suggest that you widen your field 
of Nembutal application. Your pharmacy will be pleased to supply 
you with any of eleven different Nembutal products in convenient 
small dosage forms. ABBotr Lasoratories, North Chicago, Illinois. 


In equal oral doses, no other 
barbiturate combines QUICKER, 
BRIEFER, MORE PROFOUND EFFECT than 


(Pentobarbital Sodium, Abbott) 


® 
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the Dua Value ot 


Socially candy has long been accepted as a 
pleasant part of our daily lives. From 
early childhood on, candy is considered 
an appropriate accompaniment of the fes- 
tive spirit of birthdays, holidays, anniver- 
saries and other joyous occasions. 


In recent years, with the advancing 
knowledge of nutrition, the values of candy as a 
worth-while part of the daily diet have also become 
recognized. Most of the kinds of candy manufactured today are made of 
a number of valuable foods which contribute to the extent they are used : 
to the satisfaction of many nutritional needs. * 


Whether enjoyed as a delectable tidbit during a friendly gathering— 
or served at the end of a family meal—or eaten as a quick energy food 
following strenuous activity, candy has a unique and valid place in the 
human dietary. 


*The candies in the manufacture of which milk, butter, eggs, fruits, nuts or peanuts are 

used, to this extent also (a) provide biologically adequate proteins and fats rich in the un- 

re saturated fatty acids; (b) present appreciable amounts of the important minerals calcium, 

phosphorus, and iron; (c) contribute the niacin, and the small amounts of thiamine and 
riboflavin, contained in these ingredients. 


COUNCIL ON CANDY oF tHe 


1 NORTH LA SALLE STREET + CHICAGO 2, ILLINOIS i. 
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Announces 


FIBRIN FILM 


A non-irritating and absorbable 
substitute membrane fractionated from human blood 


Another Cutter Blood Fraction Product — 


Fibrin Film, the substitute membrane 
made from the proteins of human plasma, 
is now available to the profession, for appli- 
cation in those procedures which indicate 
the use of an absorbable, non-antigenic and 
entirely homologous protective film. 

A uniformly thin, smooth substance, 
Fibrin Film, after soaking in saline solution, 
becomes elastic and closely resembles a moist 
membrane. Applied as a dural substitute, 
Fibrin Film prevents adhesions, does not 
cause inflammation, and results in a per- 
manent vascularized neomembrane. 


Indications 
Fibrin Film has proved of value... 
...as a dural substitute in neurosurgery 


...asa protective covering over denuded 
areas during plastic surgery 

...as a dressing for burns, which may 
be removed without damage to under- 
lying granulation 


Blood Fractions in the Future 


Fibrin Film is the latest addition to the 
growing list of the Cutter human blood 
fraction products. Continuing research 
promises further developments — of equal 
significance in the battle against disease 
and dysfunction. 


If you would like more information on 
these products, write for the Cutter brochure, 
“Blood Fractions.” 


CUTTER LABORATORIES + BERKELEY 1, CALIFORNIA 
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@ Dermatome skin are of precisely uniform thickness, cut at 


any predetermined level including true deep intermediate grafts. 4 | 
ee ae ae e as 4x8 inches (the size of the drum) can be 
taken from parts of the body in amounts hitherto impossible, 


enabling the use of grafts in certain cases in which successful ars 
were Those who have used the 

ermatome state that it simpli e technique and ider- 
ably enlarges the whole field of skin the E RM A T E 
an or cutting razor grafts. r cement : 
drum and donor area, extra knives, and a ong 


sharpening service is maintained. A blade h 
O09 Kansas City 8, Mo. 


CUTS CASTS IN ‘SECONDS . . « Without pain or injury 


Here is an advancement that eliminates every disadvantage of previous cast-cutting procedures 
. saves you and nurses many important minutes . . . and saves patients needless pain and 
Electrically powered, the Stryker Oscillating Cast Cutter does just what its name implies. The 
blade oscillates; cuts through toughest plaster at lightning speed. It cuts only the cast. If you un- 
intentionally penetrate the protective padding the skin merely vibrates with the blade. 
Cutting a window, bi-valving, or removal ceases to be an irritating time-consuming task— 
becomes a pleasant procedure for both you and patient. 


One or more Stryker Oscillating Cast Cutters will prove a profitable addition to your 
equipment. Order today —immediate delivery —$85.00 F.O.B., Kalamazoo, Michigan. 
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THE NEW YORK POLYCLINIC 
MEDICAL SCHOOL AND HOSPITAL 


(ORGANIZED 1881) 
(The Pioneer Post-Graduate Medical Institution in America.) 


EYE, EAR, NOSE and THROAT 


A combined full-time course covering an academic 
year (9 months). It consists of attendance at clinics, 
witnessing operations, lectures, demonstration of 
cases and cadaver demonstrations; operative eye, 
ear, nose and throat on the cadaver; head and neck 
dissection (cadaver); clinical and cadaver demon- 
strations in bronchoscopy, laryngeal surgery and 
surgery for facial palsy; refraction; roentgenology; 
pathology, bacteriology and embryology; physiol- 

; Neuroanatomy; anesthesia; physical therapy; 
: examination of and 
ollow-up post-operatively in the wards and clinics. 
Also saeaer courses (3 months). 


PROCTOLOGY AND 
GASTRO ENTEROLOGY 


A combined course comprising attendance at 
clinics and lectures; instruction in examination, 
diagnosis and treatment; witnessing operations; 
ward rounds; demonstration of cases; pathology; 
radiology; anatomy; operative proctology on 
the cadaver. 


FOR INFORMATION ADDRESS 
MEDICAL EXECUTIVE OFFICER, 345 West 50th Street, NEW YORK 19 
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COOK COUNTY | 
GRADUATE SCHOOL OF MEDICINE 


(In affiliation with COOK COUNTY HOSPITAL) Incorporated not for profit 


Announces continuous courses 


SURGERY—Two Weeks Intensive Course in Surgical 
Technique Starting January 19, February 16, 


March 15. 


Four Weeks Course in General Surgery Starting 


February 2, March 1, March 29. 


Two Weeks Surgical Anatomy & Clinical Surgery 


Starting February 16, March 15. 


One Week Course wer of Colon & Rectum 
26. 


Starting March 8, Apri 


Two Weeks Surgical Pathology Every Two Weeks. 
GYNECOLOGY—Two Weeks Intensive Course 


Starting February 23, March 29. 


OBSTETRICS—Two Weeks Intensive Course Starting 


March 15, April 12. 


MEDICINE—Two Weeks Intensive Course Starting 


April 26. 

Two Weeks Course in Gastroenterology Starting 
April 12. 

Two Weeks Personal Course in Gastroscopy 
Starting March 29, April 19. 


Four Weeks Course in Electrocardiography & 
Heart Disease Starting February 16, May 3. 


CYSTOSCOPY—Ten Day Course Starting January 5, 


January 19, February 2. 


DERMATOLOGY—Two Weeks Formal Course 


Starting April 26. 


GENERAL, INTENSIVE AND SPECIAL COURSES IN ALL BRANCHES OF MEDICINE, SURGERY AND THE SPECIALTIES 
TEACHING FACULTY—ATTENDING STAFF 
of Cook County Hospital 
Address: Registrar, 427 South Honore Street, Chicago 12, Illinois 
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e Prevention of disease and 
infection is a primary aim 
of Medicine and Surgery. 
Iodine and its compounds 
furnish invaluable assis- 
tance in the achievement of 
this goal. 

e As an essential element in 
human and animal nutrition 
the use of Iodine, as Iodide 
in Iodized Salt, has become 
an established practice in 
the prevention of simple 
goitre. 


The Place of \AODINE 


in Preventive Medicine 


e Suitable Iodine prepara- 
tidns serve as a standard of 
excellence for preoperative 
skin preparation and for 
first aid use where an anti- 
septic of unquestioned effi- 
cacy is required. 

e In the varied fields of pre- 
vention, diagnosis and 
therapy few medicinally en- 
dowed elements serve such 
useful purposes as do Iodine 
and its many compounds 
and derivatives. 


GENERAL ORTHOPEDIC 
SURGERY AND TRAUMATOLOGY 


Six weeks course — February 2, 1948 
Conducted by Arthur Steindler, M.D., and Associates 


For detailed information address 
Dean, Graduate School of Medicine e 
College of Medical Evangelists e 


312 NORTH BOYLE AVENUE, LOS ANGELES 33, CALIFORNIA 
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FOR 
ristmas . THE IDEAL GIFT FOR 


YOUR COLLEAGUE OR DOCTOR FRIEND 


A practical journal built on merit that 
any doctor will take pride in having in 
his library—beautifully printed and illus- 
trated—a publication that will provide 
both pleasure end inspiration. 


The American Journal of Surgery 


49 West 45th St. New York 19 
Yearly Subscription $10.00 U.S.A. 
Canada and Pan-American Countries $12.00 Foreign $15.00 
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Nutrition Need Not Suffer 


Iu This Present Situation 


The erroneous belief still prevails in many lay minds that 
choice grades of meat are nutritionally superior to the less 
costly grades. By dispelling this error, much can be accon- 
plished to encourage an adequate intake of high quality 
protein in the daily dietary. 

The less expensive grades of meat are at least the equal 
of the choice grades as sources of the amino acids indispen- 
sable for growth, tissue repair and virtually every vital 
process. In these lower grades the muscle bundles which con- 
stitute the protein bulk of meat are not separated by layers of 
fat as is the case with the choicer grades. Hence, on a weight 
for weight basis, less expensive grades tend to provide slightly 
higher percentages of protein. Properly prepared, these meats 
can be just as tender and as easily digestible as the choicer 
vrades, and may be served in any diet in which meat is 
indicated. 

By promoting the use of the less expensive grades and cuts 


of meats, the quality of protein nutrition can well be main- 


tained in the nation’s dietary. 


The Seal of Acceptance denotes that the nutri- 
tional statements made in this advertisement ~ B 
are acceptable to the Council on Foods and 4} ny - 
Nutrition of the American Medical Association. * #1 


AMERICAN MEAT INSTITUTE 


MAIN OFFICE, CHICAGO ... MEMBERS THROUGHOUT THE UNITED STATES 
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d, are sufficient to provide rapid, 
convenient jelly form. 


So effective is this widely prescribed vasoconstrictor that 
three drops, in each nostril, t.i. 
prolonged relief. Also available in 
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COUNCH ACCEPTED Privine .. (brand of naphazoline 
hydrochloride). Trade Mark Reg. Pat. Off and Conode. 
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